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individuslized instruction to ten patients. This vas passible beqause
- of - ¢hé individualized formalized systematic assessméntp-inherent id the
. #ystems approach. ' Co ' S v

Yf Ce e 2 Instructionai“Materials.’ : ] o

L a Systems’Approach., ‘Thirty-six ceats is the cost

. based on the number of patients that d6uld be seen per session (10 '
nts) in a small learning center. 'The $0.36 refers to the cost per ’

“of\ educational and software use to include mafntenance. Once the o

jalidatpd educatiorial system (audibvisual) 1is developeéd the-cost per

hour remhins a constant whether one patient or ten patients are given

the instiypction. The number of| patients seen per hour 1is contjingent

upon the/size of the learning centet, number of patients, «and-the type

of referral system. o - . s -

b _Irad'iﬁianal Approach. ﬁa instructional ., 3
- --materialBcost incurred. . .. - e = o

3 Space. See preceding gectionsﬁ.

2]

R Administragive Costs. Systems Approach - $0.90
represents the cost for ten sets of paperwork at $0.09 per sef. .

. F ) { — i
(e) Operating Costs - ¥5U lratients.
. 3

L - 1 Personnel. \,/

"

. & “Traditional Approach.

]

(1) Physician: Four thousand four hundred
sixty-two dollars and fifty cents represents the cost for 250 hours of
ph?sit:iaﬂf time. This is the time it would take to give individualized
baseline instruction td~250 patients. ’

;(;) Nurse Clinjcian. Two thousand three 7
hundred sixty-two dollars and fifty cent# represents the cost for 250.
hours of nurse clinician‘time. ST AN :

. b Systems Approach. Non-Professional Health
.BEducator. One hundred.and forty-three dollars and seventy-five cents
_represents 25 hours. of the paraprofesB®ignal's time. It was possible .

to give baseline individualized instruction to ten patients per hour
via the systems approach. . '
. 2 Instructional Materials. Systamé = $9.00 repre-
sents the cost per hour ($0.36) of educational software and hardware
_use for 25 hours. <J&\§ -

:"3‘

- 3 Space. At this point it would be a constant.
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- v é; Aﬂmi;ietragive Costs. éyetems Appreeeh - $22 50
2o npresem:s Ehe eest Eer 250 sets ef pepemek at 50.09 a set. .
* : Ty 4

VAR L *(!) Egerating Ceete -3, EDO Petien;e. _
L 1. I’-‘ereennel. ' : L . ‘
. ( , y
. v a Treditienel Appreeeh. y c
" J i Phyeieien. Fifty-three theueend five .-

bundred and fifty dollars repreeeﬁte the cost for 3,000 hours of
physician time, the time it would take” to give all hyperteneive patients~-
-who were seen at ‘Andrew Rader US Army’ Cligie Eert Myer, Virgiﬁia or
those seen at DeWift Army Hospital Internal Medicine Clinics)Fort
Belvoir, Virginia in one yeess one hour of baeeliee individueli;ed in-
struction. Approximately 3,080 hypertensive paeiehte per year are seen
in each Internel Medicine Clinie. i :

L

. (;) Nugse Clinicieni Twenty eight tgpueeud
threeﬁhundred*fifty dollars represents the cost for 3,000 hours of nurse
clinician time,,the time it would take to give all the hypertensive
patients seen within one ‘year, petient education at one'or- the other of
the cligiee. ) ‘ e v - .
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:fé3ueetef.: Dﬂe theueend seven hundred twenty-five dollars repreeente
300 hours of the health educator's time. FTep patiente/hour X 300 hours.

%
. , : -2 Instructional Materials.

. o

- * a- aSysteme Appreeeh. One hundred and eight dollars
fepreeente the cost per " hour of educational eoftwere end hardwase use for

300 heure X $0.36 cost per heur. ' ‘ .

- s : P
=

b Trediticnel’Appreeeh._ Neither the nurse
elinicians nor the physiciene used any form ,of ‘nonexpendable equipment.
Some physicians and -se clinicians gave their patients pamphlets or -
gimilar literature. Most of the literature was donated by various
companies or organizations. There was a lack of eoneieterey between the
physicians and nurses as to what was given the patients and when it was

given. . , -

"éﬁ Speee;‘ At this point it eeul% be a eenetene_

é,vAdminietfetive'Ceete; , : -;

'a Systems Approach. Two-hundred and eeventyf/

dollars represents the cost for 3,000 sets of peperwe:k at $D 09 egge:.,:

/
b d,tionel ‘Approach. Neither the nureéi ; //
elinielan nor the phyeieiene ueed any type of formalized eyEEematie

| P : |
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the t itinnal appfaazh.; S -

- professional manpower resaurces\:Zan the

dnfin' e.m:iu after the intgﬂentian. C v _ .

me R _é'.é'ns_-n-g—-;’ . R ey ’\ L=

e £

g nnnlmt Ea mgaauri the pgﬂents Entfy knawleﬂga laveI thgir gaiﬂ 9: '

& Tha:e i: a nee& fOf a more #fective, eff Zepli, cost: eff’éétiv‘é!

‘mathod of providing patiem; edugai;gm thgn now exis in the AMEDD. health

. CATS . delivgfy sys:em, o -
W : _

ltrgt to -have the following advantages or gttribﬁtes whep compared to.

c a* (1) Betgef camprehensian a‘fthe 1ﬂfarmgtian and :ancepts 2N
. éprgseﬂteé. . . . . N - :

7 - e A
(2) Better fetentinn althaugh bath graupa had a mafked loss

i , TR

P (3) The patif-ts ‘In both gEaups reported “Improved hghaviar i
r 6ix months. There was a greater gain in the systems approach
p. Neither group showed any improvement in the objective measure-
t of behgviaral change, i.e.,’ eight 1333. b )

H

F]

f&\ ﬁka =1 nn&!a—éﬁ srars warw nasded e Qﬂ kha#r nﬂiﬂiﬂn iknnﬁ
- Z TIETA Y ===

‘M"‘

:he iﬂgztucticnal experience.

(5) The SA Eystem is Ehnwn o more economical of 2f1ti§gl
(?iditinngl systém, |
c. The traditicﬁal system of patient eafcstian with the practia
tioner instfuctiﬂg the patient could be improved. The individual
physician and norse practitioner would be more effective if they were
trained in educational techniques and;strategieé The traditional

, system will always be profligate of professional manpower when campared

to the systems approach system, but it could ba improved so the man
hours dsed were more éffeitive. - :

. . d. The Systems Apprcach methadclagyﬁdeséribed here should not be
restricted to patient education pragra?s; It could be used effectively
for such Ehingg as workerssafety and occupational health, preventive
,medicine, schonl health educati@n, gself-help pragrams, nutritioﬂ, etc.

¥

6. Ezcomgﬂmnmgs i o '
: . s

a. In view oé the demonst:ated efficiency in the areas of compre-=
hension, retention, reported behavioral outcomes, and cost-effectiveness
of the SA approach comparéd to the T approach, it would appear very
desirable tu institute this type of patient education program. -

: . =B
[N S :
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ontinying edication to

o

" 'mathodology to maké the time they spend in patient education more pro-

0 ductdve. st e R

L

: AN

[ : . 1. : .
. . -

._-"_gy;g:iﬁx,gnd timawinte:vals;fbr maximum fé,gngiép.;

e providing in-service .or B
hysicians and nurses in the area. of educationak

c. Additional research should be encouraged with thé following  _ °

_(1)k’iq.degermine quuitéﬁ:ntS_fﬁf téiﬁfargiﬁg edﬁgatian as to

. -

~© © (2 Long term follow-up studies of patients who are adequately
. educated to determine if thetejare peéﬁﬁnagt-ehanges in behavior or life

7 gtyig.

 (3) Population studies to determine .if “hdequate patient educa- .

" tion can be measured in changing disease patterns, lowering of rates of

e

" facilities.

__avoidable sequelae, or lessering af”dependanée upon medical treatment
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' FRCINTCAL TABULAR AND GRAPHIC DATA PERTAINING BN
©*-7 70 SUMMARY STATISTICS OF TEST SCORES - =~ =" . . .

s .
- d B % T4

1. ‘pemosocrion. . . . ‘
- .a. As mentioned in the body .of the-report, vhen ope uses ‘criterion—
* referenced tests (as in the PACOMED study), ome s intérested in the pro- &
portion of patients who meet a criterion level of performance. Thus, as -
wis represepted Jin the text a graphic displey of the results of a cgiter--- . '
-ion-referenced test gave the percentage of patients who reached the“cri~ '
tarion level.  This is consistent with current thinking on the use of cri-
- terion-referenced measures when one 1s ‘diitérested in determining whether

. patients have achieved a paftieula’t‘gfésgecifiei level of performance or ,

‘pot, Eather than in placiug an {ndividual at a particular point along .~

T - - a -g;]_g . ; = -

b. What .follows is the classical method of reporting the results of
thé evaluation study such as"Weyld be jneluded in standardized achievement
tests and {mmy teacher-made tests of academic performance (norm-referenced .

. tests). . . : . " o

¢. Caution should be used whgﬁ viewling the results for the reasoms.

- ;iv,m- . : B : K ’
4. Typical statistics cbtained for use in prototype evaluation in-
clude messures of central tendency (usually averages) and measures of ‘dis-
persion (often standard deviations). . .

e. Because the designer of a criterion-referenced test has little
 4nterest in discriminating among examinees, no attempt is made to select
., items to produce a test of maximum test scoTe variability, and thus, that
L varisnce will typically be small if jnstruction is effective. Also, cri-
terion-referenced tests are usually administered either fmmediately before
, or after small units of inatruction. It 18 not surprising that frequently
" . homogenous distributions are observed of test scores on-pre-post tests,
but . centered at the low and high'ends of the achievement scales, respec—
tively. . Additionally, it is well known from the study of classical test
;ﬁgafy“.ﬁﬁat when the varlances of test scores 1g restricted, correlation-
al estimates of reliability and validity will be low. It seems clear that
the classical approaches to reliability and validity estimation will need
, to He Interpreted more gagti@;slg (or discarded) in the analysis of cri-
terion-referenced ests.ts2y 394308 .

Seaminithan,-H. and Hambletom, A.J., "Reliability of Criterion-Referenced
Test: A*Dezigi@-ihgareti‘: F_afmulatigg,“ 'gﬁumal; Of Educational Heasurement,
¥inter, 1974, Ti: 263-267. ‘

- g5 . -
”) * .-_ B J,g\\ 3§1(}f) . ,;
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!raphm* .Mr._ Bducational Evaluation (Englewood Cliffs, NJ, Prggtig-—ﬂn.ll
Inc, 1975)., 2044,

‘¥Popham, :.w., (Ed.) Evalu.ltian in Eduf:acian' Current A 11.:;:1@: (ngﬂ:glgy.

~ CA, H;C‘uﬁchm Publishing Corp., 19?4). 5332585; o

oy

slikgr, E.L., Bey;md Objectivea. Dmgﬁ!hferﬂ:ﬁ Tests fr.ﬂ? Evnlunt:!sg ~
and Instructional Improvement," Educational Igchnnla 1974, 14: 19—15&
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/ ' . TABLE ‘1-1 :
ANALYSIS OF PRE AND POST SCORES BY TYPE OF INSTRUCTION

. -STANDARD e
. GROUPS _ . MEMN - DEVIATION ' RANGE

" COMPOSTTE SCORE -

i

L

SAG@LLP (N=202} pre . 43.6 '
16

post 62.4

-]
"
e ]

2o 60-
o 712
——T Group (N=200) pre 41, . 16 to 56
R " post’ 47,5 . ) 22to68

[T
[« e -]
e wd

[}

GENERAL INFORMATION

. SA Group pre 1!
post 19.5

i
o
by
w .

[TV N
L] L]
R
N
g
"~
.

- T Group pre 15.3 L4.3 2 to 23

LoW_SODTUM DIET ' .

LU N
*

oy D
ol

T Group pre 12.0 4.2 0 to 21
post 15.5 4.5 0 to 26

MEDICATIONS

SA Group . pre 15.3 :
N post 18.1 . o

— N
o
—,
g
—
n]

T Group pre 14.2 2.8 7 to 19
post 15.1 2.4 7 to 19

B

, £. Table 1-1, Analysis Of Pre And Post Scores By Type of Instruction,
1; a variant bar graph representing the pre-post test means, standard de-
viation and Fanges.

b 2 R
g. Notlce that the mean of the SA group 1is considerably higher than .
that of the T group. * ' )

h. Not only does the mean of the SA group e€xceed tire mean of the T
group, but so do 'the different scores between the pre and post tests that
€all between the fifth (P5) and ninety-fifth (P95) percentiles (this does
not represent the lowest or the highest gcore) - Percentile indicates the
percentage of patients whose scores fall at or below a given score. Thus,
at all levels patients in the SA group performed better than patients in
the T group. -

{. More than three quarters of the -patients in the SA group exceed
the mean of the T group in the composite and low sodium scores. See Table
1-2, p. 103, Performance Levels Of The Difference Between The Pre And
Post Tests (Mean, P5, and P95) For Systems Approach And Traditional Groups.

4 7 ) : T l[i:,j

O
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TARLE 1-2

PERPOPMANCE LEVELS OF TEE DIFFEREN

TESTS (MEAN, PS5, AND P95) FOR SYSTEMS

CE BETWE

EN THE PRE

AND POST

AND TRADITIONAL GROUPS

APPROACH

40

rv~1r 1171 ¢ 11

20 30

,!‘!,",,!_r“,‘!‘!‘!

.10

T™71 1 1 \ B

TESIS

210 0

J ,
’ (Systems
APPfugr-h;
N=202)

1 . 1
1

COMPOSITE '
. . . =4

(Traditigﬂg'; N=200)

GENERAL TNFORMATION

1LOW SODIUM DIET

¥
\ 40

o

20

3, p- 20, percentage Jf Patients That Achieved The

0f Instructiom For The Initial Encounter. Unfor=
—unately, what thege SUMMATY statistics §aill to peint out is that 81 pexr- .
cent of the SA group reached the criterion level compared to only B.5 per—
cent in the T BTOUP: The reason for this is that the scores between the

5 to 95 percentile were only fE?fEBEﬂE&d- However, & consistency of results

' {s seen. Clearly the greatest deficiency in the T group was 1n the ares
of low sodium diet. : :

j. Refer to Table
Criterion Level By Type

88



B j . bJi -
v ’ —
© TABLE 1-3 o
/ o _ . ) ‘
DIFFERENCE IN MEAN GAIN (POST-PRE) BETWEEN
THE SYSTEMS APPROACH AND TRADITIONAL GROUPS
_ GROUPS - STANDARD -
POST-PRE_SCORES MEAN GAIN _ DEVIATION z ~ p -
‘ - B e 3
COMPOSITE

SA Group (N=202) 18.77 .40
| o . 21.36 <.0001
f. Group (N=200) PR TR R

.GENERAL_ INFORMATION

—
SA Group . 4.21 .23 .

—_— . .
_ \&"
SA Group L1179 s29 . «
. 20.77 < 0001
z SZoup 3.34 .29
HEDICAI;DNS
SA Group 2.77 .13
9.85 <0001

k. Table 1-3 gives the Difference In Hean Cain (Post-Pre) Between
The Systems Approach And Traditional Groups.
¢

1. 1In each case the difference in mean galn (post-pre) between the
SA and T groups wWas aratistically significant {p< .0001). The greatest
difference between the two groupg Occurs for the sodium restricted diet
test. This component cﬁﬂtr%}uteﬂ most to the dif?erenze {n total scores.

m. Since the sample sizes (NEZDZ,ZDD)iare_quite large the test of
significance for mean differences was based on the use of the & tgst.7

a. Notice that a greater mean change (initial post scoreé = 6 month
score) occurred in the SA group for each of the three tests. However, the
mean BcoTe wWag still higher for each teat in the SA group- See Table 1-4,
p. 105, Mean Test Scores On Subjects That Had The 6 Month Follow-Up and
Table 1-5, p.105, Analysis Of Post-Minus Retention Scores By Type Of In—
struction. Also see Tables 1-6,7,8,and 9, Performance levels 0f The Dif-
ference Between The Pre/Post And 5ix Month Tests (mean, F5, and P95) For
SA And T Groups: Composite ScoTes, Geperal Informatiom, Low Sodium Diet,
and Medications.

o. Although norm referenced test were not used in the study, it was
interesting to note that even with the clagsical methods of QEEEHIE?EEE the
SA group performed better. '

7 Culton, I., Statiscice In Medicine (Bostom, Little, Browm, and Co, 1974),139.-
— —_ — 8170
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JTABLE 1-4 / /
MEAN TEST SCORES ON SUBJECTS ‘THAT HAP THE 6 /éom FﬂLmyf-u? :

;’ =
i
/

SA GROUP (N=126) /T G‘Rcf? €H-124)

TEST « MPAN §.D./ & S.D. 3
e = 7 - - -
COMPOSTTE: Pre 43.98 8.1 ' 7.8 “
- Post 63.23 7.8/ 7.6
Post-Pre 19.25 5. 6.1
6 Month 50.62 7.4 7.2
GENERAL Pre 15.11 4.2 1 3.8
. INFORMATION:Post 19.71 3.7 3.8
PGEt%tE Ai&ﬂ 3-2 1 352
6 Month 16.90 3.4 15.75 1.9
6 Mo Loss 2.81 3.8 1,50 3.7
LOW Pre © 13,25 3.9 /12,24 3.8
SODTUM Fost 25,32 3.6 | 15.84 4.1
DIET: Post-Pre ., 12.07 4.1 ' 3,60 4.1
6 Month 17.57 . 3.6 15.08 3.6
"6 Mo Loss 7.75 3.6 .76 4.4
MEDICATIONS :PTe 15.63 2.3 14.30 2.8
: ‘P’ﬁt 18.21 1.6 15.06 2.4
Post-Fre Y11 L.b . Lok
6 Month 16.15 2.3 14.76 2.5
6 Mo Loss 2.06 2.2 - .30 2.3
7
TABLE 1-5 . -
‘ ANALYSIS OF POST-MINUS RETENTION SCORES BY PAPE OF INSTRUCTIOH s
GROUPS , MEAN ~8.D. RANGE _
GDIEDSIIE SCORE , 7 ; ) B
SA Group (N=126) -12.6 6.6 -33 to 19
. T Group cn—124) - 2.6 6.6 - =25 to 15
. - 2.8 3.8 -16 to B
LOW SDDI’LIH DIET _ ,
==—""5A Growp | -1.7 #y 3,61 -16 to 5.
T Group - 0.8 D T -14 to 12
MEDICATIONS o (- ) o
SA Group - 2.0 2.2 =10 to &
T Group ' - 0.3 2.3 =10 to S




"

- TABLE 1-6

 PURORMACE DEVELS OF "HE DIFERENE BRTVEEN THE ERE/20ST
. JND SIX MONTH TESTS (ein, P3, and 795) FOR SA AXD T GROVPS

=

1o CMOSITE SCORES .

roup, 55126)

.
, Nl 24)

| postmest o \ | |
_ - \ ' F__i,_fﬁ-.'i,;i-i-f,y!-a-s_-aaﬂ

6 HONTH FOLLOV-UE. | s
2 B | . | -
L i ' . FE!-!&J‘ig-g*iiii!i!iiﬂ
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;L.\‘L , , TABLE 1-7

. . . \ ) 7 'I 5 o ) = .
'PERFORMANCE LEVELS OF THE DIFFERENCE EETWEEN THE PRE/POST :
AND SIX MONTH TESTS (m€sn, P5, and P95) FOR SA AND T GROUPS

0 s Yo - 15

(]

o 2

= - ™1 T T T T ™ =T 1 T T 1 1

T

L

R
T o | (SA Groyp, §=126) : ‘-

- | [
1

4

| : SURSUGH DU TSR O NS SR I
. . F L (T Group, ;’H-EZ@) '

PRE-TEST | A ‘ — IR

.=

it

TABLE 1-8

_ ' : : €
PERFORMANCE LEVELS OF THE DIFFERENCE BETWEEN THE PRE/POST
AND SIX MONTH TESTS (mean, P5, and P93J FOR SA AND T GROUPS

a
™
2

;v . LOW SODIWM DIET

0o ‘s - 10 15 .20 25 « 29

T
-y

T T =T T T T T T T ! L] T T T T T T ] T
, : o I S - —— (4A Group, N= 26) .

}Pﬁﬂeﬁ# ' 1 . I .
) y O i e e (T Grdup, N=124)

El;‘mﬂﬁ B
IGFLGW—EP . [T - '_ ——;‘_‘ggiigia—-‘isal




PEEDRHANGE LEVELS OF THE
ANRD SIX MONTH. ﬁS’IS (mean, PS5,

A

. TASLE 1«9
DIFFERENCE BETWEEN THE PRE/POST

and P95).FOR SA AND T GROUPS

PRE-TEST

POST-TEST

. }*

- (T Group,

§=124) fp-——f-—-

}_-;;,;.:ﬁ-ﬁl "

; ;/‘

i,

k1l
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. CUMCLATIVE DISTRIBUTION

e
i TABLE-1-10 | . B

- .- =

OF ROTTER'S TEST SCORES IN SA AND T GROUPS

—~ |
L]

Cunirnlled;

mmqunu13M#mmh'U‘.
X o
- W,

w3
rnally Controlled Intermally
Lt~

2
-

96
100
105
113
117
171 .
122 100.00_°
"0 0 =
v : v

P NN N e Bt I ]
—
[
p.‘
L ]
L] ("]
L] »”
rR-N.
L

-
-
[
g
-
§
L3
L4

ol

mu;j&hb
st
o

TOTAL 122%

* Note: 4 missing (code 99). in SA grpup, (SiLZEfi 7
‘ £ missing (code 99) in T group, (N=124).

FReferring to -the
scores less th¥m
cent with scgres

£

p. See Tahle 1-10, p.109,

122*

#

5
%,

Cumulative % columms, the SA group has 7&;&9 pefzeﬁt with
or equal to 8 (0-8) whereas the T group ha
ranging from O thru 8. <

only 61.48 per-

Cumulative Distribution Of Rotter's Test

Scores In SA And T Groups, and Table 1-10, Figure 1-1, p.110 ., .(constructed

frem the cumulative percentages in Table 1-10.
of Rotter Test Scores {n the SA and T groups.

— e

Given are the distribution

1

et
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%

prs

S~ . {
e - . t

ol . - '
_ RN o . Py
g , 7 o Coae P ) . Y o
‘ \q}) —gigutélé‘l clearly shofs that the SA-group tends to_have lower o
., Rotter test. scores {its cumulatlv distribution is shifted to the left). .|
-t 9r, the resultt shaw that moré jsufjects are intexnally controlled ingtie

. . MR R s . h:
‘ 8A group, T4.59 petgent compared to 61.45 parcafytf inp-the T group. & *
B i . i ] T .

+
"‘iL’;f! < o - i %L . . B
Co. i X VA * TABLE 1-10 . ;v’ . - A

- - - . [ _ s
CUMULATIVE HITIHIBSITION OF FOTTER'S TEST SCORES IN SA AND T CADUERE
C e -, : -

= - ) . te
- H s B .. ' ' #
. , T Greup == === =v 7 _AE=)2]) =

- . ' ' S SA Croup s——i———* (=111}

&
PR

T
N

%0

w

L U O B LR

5,

.
[=]

&0

50 [-—+—

CUMJLATIVE PERCERT OF SUBJECTE

40

30

0 ——

L

RCTTER'S SCORE

FIGURE 1-1

_ | N
i 6) - )
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’ ye ) APPENDIX B
o . ' A .
RAW SCORES OF BASELINE AND 6 MONTH BEHAVIORAL MEASURES
| PRIOR TO CONVERSION TO PERCENTAGES : &

|\ . 2

S

J | SISTEMS APPROACH GROUP (Initial and 6 Month) N=126

COMPLIES WLTH LAB AND ANCILLARY TESTS

& .
¥ %
Res 0 .

Initial N\ (blank) Yes Ho

* 0 (blank) 0 0 0 0 :>
Yes 0 124 1 | 125

Ho 0 1 0 1

) 125 1~ 126

' " TACFS MEDICATION

5
%
Qf;;. 0 . Don't
Initial , (blank) Yes Xo N/A___ Know

0 (blank) o O 0 0 0 0

Yes 0 106 0 3 0 109

KNOWS DRUGS AND ACTIONS

L
~ i%‘s’e— 0
# )
Initial \  (blank) Yes N

o

N/A

L=
L=
>

0 (blank) 0

77

[ ]
(=]
o
o

' | Yen

. N 24 7

[
"
ol

3 0

0
0
0
H/A - 0 i _
0 104 10 12

% K=
-
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I

ADHERES TO LOW SODIUM DIET

Iniiti;l

_~Yes

No

0 (blank).

Yes

78
‘27

12

(=] L

_N/A i
o | o
0 81
0 32, ‘
0 13

et
-
"]

PS OF COFFEE/DAY

12

[n s

“‘M

4 5-9 10-19 20+

5-9

~10-19

o L4

-

N\
-

L=
Lo
[=] L= ]

- 53

27 19

14

Y



NUMBER OF CIGARETTES/DAY
ﬁf( . = 7 D .
foitial & (blank)  1-10- 11-20 . 21-40 A%

0 (blaok) 86 1 0 0 o |87

: Y : : 4
- s = = 4 FEEE T .Y % -
- Ipdiied - - % Auioals, voz  W- : T )

0 {blank) -0 0 0 0

Yes 0 44 39 83

" Fo 43 o 0 43

%3 4b 39 126

=

TYPE OF PHYSICAL ACTIVITY

) e L o . , . ' i _
Initial ’5 (blank) Sedentary tight Moderate Vigorous Strenuous

0 (blank) 15 -0 z 22 16 2
Sedentary 0 Q 0 Q - 0 )
' Light 1 1 1 G4 4 1
Moderate 1. 0 0 7 6 1
Vigorous 0 0 = 1 7 23 B |

Strenucus . 1 o . 1 0 12 6

! o ("] et
] L] 3 wn

[



a’

B |
ENCY OF PHYSICAL ACTIVITY

o

_Daily Weekly Weekly A

a1 8

3
50 . 1 .0 52

—5 %0 1% & 126

L.
= " T
TRADITIONAL APPROACH GROUP (Initfal and 6 Month) N=124

PR

_Yes_ No

=

o

=]

W \
[ =]

"

L

0 120 & 124

TARES MEDICATION

%‘Qgé 0 . Don't
Initial 'N (blank) Yes Ho  N/A Know _

- -,

o
o

0 (3318:]1;) . 0 0 _ 0 0

Yes 118

=]
[
-
e~
=
]
L]

Ho

[ [e]
=]
L]
ok
<
Rk

i Nll\

o
L]
(=]
L=
L]
L=

Doa't Enow

- 102 e




. e

%Q:.;._-

- 5 Inictek: .

L=

(tilank: ’ o <0
0 (ilank):-. o o

IE}!:A’;;

‘,:7. ) D = ’ V ) L
4 “(blénk) - Yes - No N/A T°:

L}
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{IMEER OF CUPS OF COPFEE/DAY

0 19

- 20

3
2

1019 | . 2 1 0
0

20+

56 19 29 18 13 7 0 5 124

NUMBER oF CIGARETTES/DAY

-3 . '
Intrial” ¢ (b lapk)  1-10 11-20 _21-40 Al

o e | (87 . 1. 10 o | 89

-0 | 1 5

" 11-20 0 1

21-40 0 0 1 10
0 0

41+

88 7 14 i 1 124
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COST WODEL FOR WYPERTENSION PATLENT EDUCATION

BESEARCH & DIVELOPHENT COSTS

OFERATING
€CST3 TER HOUR

- S ™
M Sousi om Slide

f B
Yaice of Music Racorder/

"$459.00

225.00

Oply for de=
valopmantal
purposss

. 3684.00

RESEARCH & DEVELOPMENT COSTS

PACOMED Sceipt

(A:hvseﬂ Organiszar)

MEDPACT: Genaral Info
Bypartensica *

FACOHED + SRADY: Low
Sodlusi Diat

PACGHED + BRADY: Ceasrsl
Wadications

$194.00

£5.00
9
100.00 -
ot
100.00 o

2018

<088

__$459.00

SIB-TOTAL
=

INVESTHENT COSTS

_30.075%
OFERATING
COSTS FER HOUR

Souy Vidao Taps Flayer

Hasdphona #
Listwaing Centar

Haintanancs

(/4 inch) t\
Somy Video Tapa Rabalver

.
$884.00
T
14.00
13.00

¥Yor sach plsca of squipment =

$0.147

le/unie Heur

$1,398.00

30.207%

40.16

~ TOTALS*
i et——

ADDLTIONAL TRACKS
MEDFACT: Vs 1ghe! Control

$65.00
$65.00

§0.01184%
40.011442

| ADMINTSTRATIVE 0OSTS

-Developmantal

Typiog & Reproduc glon

14 4 EY

Faparvork to Individunlize

$454 .00

132.00

$0.09

4586.00

$0.09

42.463.00

%0.43

# Coumt-per hour of educational

herduace and soflEvkrs use romaine & con=

stant vhethat one patient, CE0 patlenta, or tweaty putiante aTe givan

gha inatruction.

## Toral costs roundsd to thu nrateal .

#ss ExLra tTacks 0 tndividualiz

fadicqped.
HUAN

« af fgqugfeé, coate can ba :!ﬂﬂiﬂ ::




The info h;:tmn used for hﬁgﬁmﬁm patient education vas hsaed on the
optimui _ll\?ll of baseline knowledge ngeépd by every hype.rtgmive- {
optipult paseline mﬂledgg was determin ined by Ehg-!physiciaﬂ assigned,
PACOMED Project pirector, P ACRMED iﬁaﬁ and a repre sentativg number of

hit&witég"ﬂimfg{ ado :Iiti,stfgéife and pefsaﬁtj;;elr e:?@ags necessary to
operate the f;lfﬂi;ig a;rategy. The time {nvolved to administer the
8 —leat regy was appfaximately 50 — 60 minucsi.

Eﬁlt H@dgl for Eﬂet;eﬂsiaﬁ ‘Eacienx gducation:

1. Ea;gga;;igg. ) Edu:atiunal hardware, sof tware, mgintelsiu:i‘;
gdmﬂlliitfltiv”e snd persannel costB. ' .

Co §

2. The research and dgvelapment. jovestment, and operating costs of the
_lﬂueltimal hardware and software. ' 4 ‘

hour of the gdu:atiaml hardwaré lnﬂ softwaré.
of the ugeful 1ife :;E the géucntianll hardvars

3, The computed cost. pel
This required an eat:mai:
and software ip terms

48 that all of the edt ational hardware and Baimrg-i;haﬁ was compared
Wil 233% £s2z TIITT f-ﬂaaﬁ-m\ ar for 6.000 thours of ﬁpegitiﬁn-_';hii »
was based on 30 hours Per wea cimes 40 weeks per year for 5 years:
Amortized for 6,000 hours © apezatim. (30 E:slmr. x 40 Wka/Ir X s Yrs*

4. 1t is also estimated that” repairs. and maintenance for each piece of
Equipﬁgn't would cost one cent per unit hour-

5. mﬂiﬂisttati\re cofta are self esplanazary, {1.8.4 the develupnentll
costs Were based)on the hourly wage of the EA@D}ED pEfEﬁflﬂEl invalvd in
the validations} frocess, plus the material costs.

6. See warious sub—-:nmpcment The total costs, would depmﬂ on Eh:
varlous r_amhiﬁatians useds FOT example; (Suh—tﬂtal’) edu:atiangl hard-
ware and goftware + (Su’b—tatal’) admmisttative costs + (Sub—ﬁuﬁnl)
patsﬁnnel = total. For putpases of this atudy only the three main
components were used? ggngta information, 1ow sedium diet, and medi-
cations.

13ohnson, s.R. and Johnson, R. B., Develo in
:ﬂatgfia;ﬁ (Tieaﬁinght:use Learning Press:’ Pal@ Altn,

hours of npetatian. In this cage, the estimate
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APPENDIX D .

LESSON PLAN FOR PROFESSTONAL STAFF

1. TNTRODUCTION. -

s. PAGOMED (Patient and Community Health Education Model) is a pilot
. project for the development and evaluation of patient and community health
education. - The overall purpose of this effort is to utilize non-profession-
—--—-g}-personnel-and appropriate educational technology in the task of meeting
 soms of the needs of patients and commnity health educatiom. - - ~-— -

b. ﬁjﬂe:ivgs of stuﬁy. S

(1) To identify cost-effective, feasible ways of delivering
patient education. - .
‘ (2) To guarantee an important resource for the professional in Y.
fulfilling his/her patient education responsibilities. - : ;
: (3) To help minimize the medical workload. ‘ . ~
y (4) To agsure medical accountability in the patient education
. Arek. | .
(5) To improve medical management. -
6) To decrease patient recidivism.
- . '7) To enhance patient satisfaction. . :
' 7oy wc zzoize the petient conawmer to be an effective self-care

agent. A .

. e Evolution of PACOMED. S

(1) Protocol initiated Januaoy 1974. )
v(2) Study conducted under the ausplces of
Health Care Studiles Division
Academy of Health Sciences
Port Sam Houston, Texas 78234
(3) Study monitor. v - A
+
Anbulatory ‘Care Division
Health Services Command
- . . ¥ort Sam Houston, Texas 78234
(4) Site selectiom.
ik “ygptpatient Facility L
- DeWitt Army Hospital o
Fort Belvoir, Virginila 22063
'(5) Personnel.
—"
(6) Interface with Family Practlce.




i

d. Systematic assessment of patient education needs.
(1) Professional personnel.

Q S (2) Potentisl p&titgcénsm:n. 7
(3) Patient consumers (Family Practice Clinic and AHIC)-
: . ' ¥
(4) Baseline for patient teaching currently being done.. -

e. DEVEIEF!:ETIE EﬁmpanEﬁt' Desériptian of the Prétﬁﬁy'pg System. '
- T (1) Lac-st“i::nn”af the’ Patient Eduf;iinn C@EQE. - :
.- - (2) Self-instructional units.:
| -(3)- Multi-media S;pfﬁgéh; o
(4) Expsnded role of patient as self —care ggéﬂﬁ; L
: (5) Han—-?fafe,ssinnél as hg;lth edu;:atafi ST f -"(;'? e
*\ . (6) Validated audio-visual programs. ' * '’

o (7Y Pre-set behavicral objectives. - Do

-
W

~(9) Observable goals. e L
o (Note: Shmr briefing taph) o
f£. Formative Evaluation: V;Lidatiaﬁ of instrﬁctiaﬂgl strategles.
(1) Topic selection. SR f ‘

(2) Content consultant. ° ; ST oan R ;" -

3y Develapn;et;t‘ of behavioral, nbje:l;ivglr.z ’ ‘ ;,‘ o
!(4) E“Real Hatld“ ﬁgeafch for existing edu:ltianal l;c;ftﬁrgi !
~(5) Evaluation nf e:isting educationa 1 softwva . |

(6) Development of criterion measures. i

{7) Design of ghe mstru:timal gyat-. :

(B) Formative evaluatian (30 suhjg:ts for every tnpi:). ‘
_(9) Data collection.

(10) Revic'om

(8) Individualized programs. . o e



L]

(11) Physician evaluation.
* (12) Cost Analysis.
! ) . (13) Final staff evaluation.

2. STAFP DEVELOTMENT.

a.. In order for any comprehensive medical svstem to be offective, . . ..
the prafg:giansi user mpat have a general knowledge of all components
(patient education, in this instance) being offered. -

R

(1) All nﬁly-gsgigged phyaicians, nu:ée clinicians, dieticians,

and ghy;iieail therapists will receive an orientation to PACOMED as soom as possiblg_x

, (2) All.will receive an {ntroduction to each patient education
system being offered prior to utilizing the system for patient referral.

b. Procedure.

(1) Physician, murse elinicilan, ;iietiizian, ﬁi‘rphyéic:al Ehefaﬁig:
. initiates Tequest on special form. Lo AR :

™ & APRITIT

v (2) Patient gives form to ‘receptionist, who ruuies ii L. TACSED B

staff.
(3) PACOMED staff schedules patier:t and notifies him.
W) ?EéGEED staff provides feedback inf«:@éti@n to physician,
nurse clinician, dietician, or physical therapist/ _
(-) wvhen patieﬁt completes program, - ) CErs
(b) when patient does mot comply, and R
(e) to include any difficulties patient has with program.

(5) Return visits will be scheduled at ‘time of ;lﬂitia;_li_‘ Ei%:gdntef.

" o (6) . Patients to receive more than one educatfonal paﬁi{géviil‘ R
‘not be scheduled to receive the second until completion of the firse. e
Y1 e, Systems utilized and number of visits fequﬁéﬂ Cminimlng)"f":

(1) h¥¥ertension - . two visits e NI
-+ (2) diabetes - 'two, three, if on ipsulin . Caef
we . (3) weight control two 4 . - R
' (4) breast gself-examination -  ome ’
(5) vaginitis- one
- (6) family planning . one
. : (7) child grovwth and devel. one _ T
(8) 1low back pain one N R

 Note: only exception to ‘above will be 1f patient does ot reach
competency level and must return for additional information or reinforcement.

P2
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all sp:tign;: uheuiniﬂg scores of 80 percent or highet oh pre-
-test will not ba tgquifgﬂ to see that paftim of the lgming pagbg;.

3. SUMMARY,

a. The pltimt 19&1{5 center can be an efficient, fzasf.*el,ffec:ivg'

) iaurcn of hgllﬁh education if we:
(1) tei;r a%l the patisnts neeﬂiﬂg hgn.th eduutim, 5

(2) t:ll ;hg patients what l:bey can e.fpe:.:.

(3 t:sll the‘pl::lem;i what we expect, —Ee s
(_ bave a general knowledge of all programs, and
( j-‘iapsnaah_ the PACOMED concept with a positive attitude.
o |
i A
: . +
aF
- \ . N
) R v *
%fj 2 "‘:k’ o -
- . }
' Lt
3 l‘ ,
_r_ n!
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']. INTRODUCTION. .

" APPENDIX E

: COMMUNICATIONS MEDIA

Health care personnel are correct in being concerned about having
ready access to rich-and varied collections of patient education mater—
ials, equipment and services. They are begiming to understand how guch
resourcés {pfluence both the nature and the quality of their patienzs? '
medical management.! '

.

The temm "medium" has many definitions, from a golution for mixing
paints to a person wvho purports to make contact with the dear departed.

In all of its meanings, hovever, a medium 18 something in the middle,
betveen other things, and most often it 18 considered as a vehicle ot
{nstrument for making gomething happen. In instruction or in advertieing,
to mention two common examples of systems which use sammugicatian; media

4ncludes all the different kinds of methods and devices that these systems

use to achieve their disparate ends.”
. -
Commmication media have frequently been confused in many people's P

ghisbias ofth eommunication aids, particularly i{n instruction. The maln

obstacle to the application of media to tne panigu;'ﬁgg;;zi;i s=ozeea ia
{nability or unwillingness to acknowledge the full comsequepces of the
fundamental changes that have occurred in caﬁmunigatigﬁs,a As audiovisual
materials have been successively {ntroduced into the health care environ-
ment, they have been dealt with om the basis of aids to those whoe used
them. They have not been conceived-of as self -contained instruction,

and utilization procedures have aspumed the necessity of -4 professional
heslth care worker to complete the jnstructional task. All asudiovisual
aids have been subsumed under the health care personnel and there rested
the £inal decision in regard to use. Although certain studies and some
programs, potably in the Armed Forces, have indicated that audio—visual
materials could be far more than aids, tradition has definitely prevailed.

3

T N o - e Ak
I¥ucha, D.H., [he Design, Development, and Fvaluation of An Empirical:

Model of An Outpatient HEalEhifﬁfom§EiD§ and Management System (Unpub-
Jished Doctoral Dissertation, The Catholic University of America, Washing—

“ton D.C., 1973), 93-123.

2Bretz, R., A Taxonomy of Communication Media (Englewood Cliffs, N.J.,
Educatiounal Ieghnulggj Publications, 971}, 5-
B A

3ailen, W.H., "Intellectual Abilities and instructional Media Design,"
A/V Communication Review, 1975, 23: 139-170. )

byevie, H.W. and Diékie, K.E., "The Analysis and Application of Media,"
In R.M.¥W. Travers (Ed.), Second Handbook of’ Research omn Teaching (Chicago,
Rand McNally, 1973), 858-882. .‘
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Wher newer methods, such as television, 1';£E§g251§bafatcfigs, and
programmec instruction (including computer &ss sted instruction) were
developed, attempts wWere made to make them conform to the traditional
pattern. Fowever, experience with new technologles of instruction in=
dicates that rather than being aids, such technologies can be treated as
gelf-contained instruction, permitting the user to assign with confi=
dence major instructional tasks to mediated instruction. Concomitant
with these devélopments has been the growing incorporation of traditional
audiovisuzl materials, particularly films, into large packages intended . ¢
not only tocarry-a major share of the {nstructional burden, but also to
establish the entire instructicnal format.> While it is possible to reduce
technologies of instruction to aids, it is apparent that thelr proper and
{ntended use breaks the traditional i{nstructional pattern.. Mediated in-
struction does notr extend the health care instructor, it represents alter=
nate ways of achieving instructional goals. Progranmed instruction, for
exampie, 1s not an aid to health care instruetion in the same sense as is
the chalkboard or the overhead projector; it is designed to teach beha-
vioral objectives set forth by another instructor, the programmer.

While commnication medla cannot take over.all the health education
functlons now performed by a good health care provider, they have enormous
potential for increasing both the quality and quantity of available health
education. A few generalizations can be made regarding the advantages of
these resources: L ) - ;f

(1) They can relieve the health care vorkers of repetitiom,
thereby freeing them to use thelr time more creatively. It 18 inefficient
es :mm £~ +dma Af nhveicians and other health care workers to Tepeat

basic imstructions to a patient whern various types oI Mmeai# HOU Avevaa—
panying instructional systems can do the task equally well or better.

(2) Technology can free health education teaching from its
stereotype. Through the use of films, videotapes, and storage retrieval
systems, patlents have access to betterT and more flexible instructional
TEeSOUTCES.

‘I
- S «ﬁs“;

(3) Technology can raise the quality of patient education by

. providing more and petter instruction. It can present information to

patients who have varying abilities and allow all of them to learn at
their own rate of speed. These resources have not been fully exploited
in the task of meeting needs of patient education. -

a. Purpose.
: SE., - S
. To identify-and evaluate the most cost gffectiveAgnd efficient
media in which to transmit the validated learning systems.
. ) Sy
I .
51bid.
6Kanner, J.H. and Rosenstein, A.J., "Television.and Army Training: Color
ve Black and White," A/V Communication Review, 1960, 8: 243-252.\
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b. Background.

When video tape first became available, in 1956, it started a
revolution in thc televisinn indéstry which was very far-reaching in its
effects. Televisfon has been primarily a full telemedium which precduced
its own software, even though films had always be~n an important ingre=
dient of television programming and the broadcast cf kinerecordings had
been increasing. With videc tape, there seemed little advantage in doing
guch live programming anymore. Television changed rapidly from a tele-

communication medium to a transmission medium. The chief recording medi-
um transmitted continued to be sound film, but video tape soon became a
close second.

In instructional television, where the technical costs of equip-
ment and recording stock are proportionately larger budget items than they
~ are in entertainment production, video tape provides a more feasible medi-
um than £ilm for many purposes. This has been increasingly true with the
development of inexpensive, portable video tape recorders. At the present
writing, there are about 40 manufacturers of protatle video tape equipment.
From the 1956 cost of $75,000 for the first VTR machines that appeared on
the market, the cost of equipment providing ¢éomparable picture quality
dropped to around 525,000, and equipment designed to somewhat lower quali-
.a. —r Asem so €17 AAN them &2 ANN . rhen €1 AN . Tn the mid-

et e = d= =

PR _=—=

dle sixties, VIR machines costing under $1,000 appeared in departgent
stores for sale to the home market. The outlook {s that the cost of such
machines may eventually be reduced to under $750. -Standard broadcast ma-
" chines use 2-inch tape; the less expensive models general® use l-inch,
3!4aingh, or 1/2-inch tape. Two Japanese firms introduced 172-inch and
Y/4-1inch ‘video tape in cassette form during 1969. Since video recorder
are only slightly more complicated to operate than audio-recorders, a
the tape is similarly reusable, video tape now ranks with audic tape as a
leading home-—or local--production medium.” : _ o
Audio-still-visual media are capable of al} the representations
of information that class I media can provide, except that they cannot
represent visual images in motion. However, they have the gdvaﬁiéges of
- being very much less expensive and of having simpler hardware, slmpler pro=
duction procedures and simpler transmission problems. \ .

Sti1ll-picturé television is the most promising unexplored tele-
communication medium. Tt appears to appro ch both television's univer—-
gality of use and radio's inexpensiveness.”

- l:;‘ ’ . : N L]

#F 77 - e
Op. Cit. Bretz, 101-107.

BIbid.
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4. DISCUSSTONS. ‘ : - <
. N &
a Qt;iiziggwthg Army?s Exigtinnggsgurzgsi . .
“

(1) The Army started using video units in late 1970 (Recommenda-
tions were derived from a study conducted hy the Combat Training Board 1970).
Then after standardization on 3/4 inch tape by several major companies,
the Army did their "major buy" between the years of 1971 and 1974, Be-
cause of the Ammy's enormous imvestment instudios, equipment, etc., this
format will be used until at least 1985. Consequently, in light of cost
effectiveness the format vas basically predetermined prior to the concep-
tion of project PACOMED. In most military installations and hospitals
other than lectures, television is the primary mediuvm of ipnstruction. <
Therefore in this area, no major investments would be needed to utilize
‘the 3/4 inch videocassette format for patient education.!®

b.  Adult Education.

(1) America leads the world in Adult Education. Almost any is-
sue of any popular magazine or Sunday supplement will provide advertisements
for a dazzling display of self-improvement courses. The total number of
adults occupied in adult education is conservatively estimated to be half

~of our population. This apparent thirst Tor SelI-1mMprovementc cail be useud v
advantage by health planuners and providers alike by giving the consumers the
health information and education they are geeking and asking for. One does
pot need to be a Jules Ve¥ne to grasp the possibilities and potential
outlets for vidiocassettes. In fact, in the not too distant future the
patient education programs can be given to the patients to play in the
covenlence of their homes. Videocassette (and soon vidiodisc) technology
has the power and the mode to 8 ead patient education and information
more widely and make its surface attractions even mMOre interesting to the
general public through proper programuing and advertising. Also, through
evaluation hazards may be prevented, and losses may be anticipated. It
requires, first, prescience and second, organizatiom, before the techno-
logy of videocassettes inundates the consumer patient education market,
that is, soon. Videocassettes also represent a potential 1iberation for
the health care provider by being able tosprovide accountability in the
area of health education to every patient for a nominal cost.

[0Telecon, 23 February, 1977, HMajor Russeil,'ﬂiféctaf of the United States
Army Audio Visual Activity, Pentagom, HDQ's, Dept. of the Army.

11gordon, G.N. and Falk, I.A., Videocassette Technology in ‘American Educa—

tion (Englewood Cliffs, N.J., Educational TeghﬁélcgyWEgbliéatiaﬁg,"19721,
106-119. :

-
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€. :Qamﬁszapili;y qithf;harInst:u;§i§n§;,System%iDasign Process. .

(1) When used for patiedt education, videocassette would re-
quire a clear distinction between the delivery-system and the development
gystem. This distinction is necessary because the initial instructional
content needs to be stored In a modifiable medium, (PACOMED used pri-
marily the 3m Sound on Slide for developmental purposes). A conpletely
geparate system with casily modifiable storage allows for develppument,
evaluation and revision of the instructional content. Only after the
develgpmental pfgcéss ig completed can the instructienal content be
recorded orn a master video-tape. The master tape can then be used for
duplication purposes.

: (2) -Implementing these kinds of systems will not be a matter

of simply waiting for the appropriate hardware. The major feasibility
questions dc not revolve around the commur:ications technology, but around
an {nstructional technology. To be really cost=effective, videocassettes
mist be duplicated in reasonable numbers (economy of scale); and, there-
fore, a reasonable number of health care facilities, p:afessi@n&la gnd
patients must agree to use them. This acceptance will not occur. unless -
the instructional content put on the videocaasette really works will.
And it's not likely to work well unless 1t wias developed and tested by

_people who have & pretty good 1ldea of how to do the Jjob right the first
“¢ime. Unfortunately, {nstructional developers of such caliber are very

few in number. Most videocassettes have been developed as if they were to
be given as class lectures, and as a result they haven't turned out to be

mich of an improvement OVETr presracacivis Thit £hoe crava Asafoned to Te=
Placggla ' ?
) 2 kY,
d. Rg}ayipgrInsﬁru&;imaal,Dbjaé;ivggg -

(1) The thinking in education has been changing its direction.
The ‘great body of research in the early years, generajed peeningly the
hopes of finding some magical quality of the television medium itself that
was independent of content and teaching strategy, came up with the unani-
mous but disappointing verdict: No significant difference. It was still
the same lock-step instruction--presentation of iﬁiéfmatigﬂ—iwith leafn=-
ing measured by the same tests. Mainly'because objective tests were used,
it was only ;ﬂgniﬁivg,léarning that was being investigated. Instruction

in skills was considered inappropriate to relevision, or beyond its cap=
abilities. The achievement of affective objectives was considered totally
beyond measurement. : . ’

12¢carl, D.R., Instructional Development iIn Instructional Television,”

Educatiaﬁ§L Tachoology, Hay l??é,_lé (5): 10-24. . A :
131bid. N ' \
- jf - ) : -
: S ' Py
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'(2) - Today the thrust is more in the direction of i{ndividual-
ization. In patient education euphasis is upon the patient assuming more
" responsibility and to assume an active role for managing his own disease,
within the range of choices allowed by the health care facilities and
health care providers.
! (3) The new approach reduces the Tole of lesson pfeséntatian'
.by the health care provider, and tends to emphasize other roles for health ‘
care provider and patient alike. Interestingly the technology of televi-
sion has now beconc better adapted for use in these other instructional
activities, such as skills learning and can be used in the individual mode
as well as "instructional TV" that was researched so widely some two de—

~ cades ago. The technology has vaulted ahead of the research conclusions.ls15

) " e. Videocassette gndfcaftridge Capabilities.
(1) Nages. '

7 * (a) MAGNETIC TAPE: (1/2 {nch or 3/4 inch tape); Ampex
(Iﬁstavisian); Aveo (Caf;fiv;si@n); Japan Victor; Panasonics® Philips
(VCR); Sony (U-Matic); and 3M Company.

} iz?ﬁ Compatibility and Standardization: No possibility among the
- geveral systems exCeps fur Szoy, T, and M. who have agreed on 3/4 inch
tape cassette format. The other companies have a 1/2 inch reel to Teel. —

) (3) Recording Potential: Yesy instant.

(4) Cost of Playback Equipment: Medium to high, about $1,000
.to 51,500. . B

(5) Cost of Recording Medium: ‘High, about $18,00C to $22,000.

- (6) Video Plcture Quality: No single system has an .inherent ‘!
gubstantial picture quality advantage over any other using wroadcast

gtandards as a reference.
, (7) Reliability of System: Average, 200 to 300 runs. It is :
. depeadent on the operator and preventive maintenance. . g
e
] _ ] N L ] L SN S
. (8) Ratio of Playing Time to puplication Time: ¥o high spegd&,ﬁ £
ﬂgpiiﬁatigﬁi . ] g Lo
o o 1 T . . . Y S }{,f
(9) Cost of puplication of 12 Copies: Low. . S

(10) Cost of Duplication of 500 Coples: Medium, $20.00/hr.

i ! (11) Cost of puplication of 10,000 Copies: Low. ’
: = i i‘

(12) Abiliry Erase Reuse Record Medium: Yes.

Tﬁ%ﬁﬁfn _ 8 i . o U { I .
fBretz, R., ' In gehool Television and the New Technology, Edggatiangl

Ig;hnﬁla Vs Hay:1976, 16 (5): 50-53.
15 — L )
Sop Cit., Gordon and Falk, 150-153. i1

Q 123
ERIC | :

r
Full Tt Provided by ERIC.



Q33 playing Time: All systems may, one way atfanathaf,'aghigvg
¢ playine cime ©F ?c ane houl. ’ .

(18) gingle Frame Storageé ?Dtentialts ﬂ!. can only freeze in

place. 5
{1%) %idec playback Pickup Method: Helical scal nagnetic head
pickup. ‘ oo
(16) Major Market Control: consortia of Us and Japaneseés
5. QDRCLUSIGESE B e
/" ELL;'
tntil apptaximaﬁely 1085 the yideocassette format is the most cOBT

affective and efficient mediﬁm (for the Army) in which to transmit the
validated patient learning gystems. :

6. &ECDEMERDATIGES A -
a. oY 1980 thought should be giveh tgﬁevsluaﬁiﬁg the use of yideo-
discs for the patient education {ormat- The hardwaré advantages are al-
‘ ready superior te the videotape players. The gptical videodiscs are free
of the wearl factors zbafacte%istic of videotape players, provide very high
density of iﬂfgrméﬁiﬂﬂ storages and compared with the prioer art, are de~-

1ightfully casy on the p@cketbﬁ@k: a plavyer will cost about $500.00 and

AL i ahent £72.00 to 85,00 eachs dependitg upgnrpfag;gg

HRE P

material. In zddition the cost of duplitatian arops quite raplaly wiias

. any real volume (See Table 1, Typical Costs of A/V Reproduction Equipment

and Table 2 , Fer Copy Costs for a one-half Hour Motion visual ProgIralls

p;lk@). And ﬁvef‘a five year period py using videodiscs instead of video=

- tapes the averag® annual cost can he reduced by 42 percent. 1t is impoT—

tant to realize that the econonic advantage of videodiscs 45 due tO thelr
durabilivy and ruggedness, as well as to their low purchase costs. 7?1&29*
tape cassettes are good for wwo to three hundred plays:- with optical
yideodlisce, fingerprints, dust and gurface gcratches can't penetrate the
plastic wgandwich' that protects the inner reflective curface. W¥ned the
disc is played, its outer surface, dué?;_ssraﬁches and all, is outside

the focal range of the micf@scapé.dbjeétive. The player c¢ap show the
game fﬁ%Fé' hour after houTs without any aggfgdatiaﬁ of the telgﬁigiaﬂ

image. o o L ‘ ;
= _ b- videodiscs w111 set nev st;ﬁiazdg for iﬂgig&nsive 13:23aﬁcalg
‘media aistribution., Eéucati@nal use © ; j.~7¢f' Eegﬁagiﬁnr

F canventiaﬁal 1§ﬁ§;r]m@tian pictures,

e e, Non-lineal, interactdve a@ﬁli@aﬁigﬂé'ﬁi

to the quality of © gcaticq,’buﬁ noe . —-#
cones a matter of productions instead of €

T65chneider, E:W.» wyideodises, of the Individualization of Ipstructional

Telgvisiaﬁ," Egggag}anal Technologys Hay 1976, 16 (5): 53=59.
. Y v .
o -7 ' 124 ; .
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3.
4.
5.

MEDIUM -

16mm film

8mm film

3/4" videocassette
Videodise -

TARLE 1
Typical Costs of AV Repreduction

Smn video player and monitor .
3/4" videotape cassette player and monitor
Optical videcdisc player and monitor

16mm projector and screen

8om projector and screen

Equigmenﬁ

51,
1,

Per-copy Costs for a One-half

i

1 10
$108.00
66.00
31.00

. EFE B
- = TR EWW

285.00

—- - GIUEUY

- ]

iF

o )
x i

.
e

125

Hour Motion Visual Program
" QUANTITY

100
$84.52

52.00
" 21.25

am

592.00
500.00
900. 00
825.00
554.00
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NON-PROFESSIONAL PARAMEDIC AS HEALTH EDUCATOR
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S ' " APPENDIX F

NON-PROFESSTONAL PARAMEDIC AS HEALTH EDUCATOR

" 1. INTRODUCTION.

The notion of efficient manpower ytilization centers on the appro-

priate use of skilled personnel. In the health field, where physician
Egﬁgyensatign {s extremely high, inappropriate use of physician gervices
results in inefficiency, jower productivity, and ultimat y:higher costs

to) the consumer. Currently, inappropriate use of physicisn services is

s frequent. occurrence, a physician's level of medical proficlency is not
required for many of the services performed by physiciauns today- This
situation continues to exist for -at least three reasong. One is the

very limited supply of paramedigal-patsaﬂnel‘Evailiable due to the only
relatively recent discovery of thelr potential in the health field. A
gecond is that regtrictive licensure legislation still applies to para-
medics, either by. limiting their activities or by health providers re-
fusing entirely to sanction their use. Finally, physician resistance

to paramedics is often strong for a variety of reasons, including ecomo—
nic self-interest, the role a physician sees for him(kefsélf-(speaialist ot
generalist), and the problem of medical responsibility. Nevertheless, -
the cosat. control potential of paramedics retiains high.. Apprapg;gt§ u5e -
of paramedical personnel can help to alleviate shortages by delegating to ~
paramedics the 5imp;eg'ﬂgtg’;ugg;u; physizion raclkg and freeing Ehe;physiﬁ,ﬁ
cian to handle patients moTre in need of their highly skilled level ot trainm= e
ing. Such a Physicianaparamedig tandem ought to fedu:g*ﬁeqi for basic S

services due to the lower compensation levels of paramedicX, or,’1if ap-

-plied in an ambulatory setting, increase the comprehensiveness of bene—

- fits, which if properly utilized simply amounts to another form of cost
control. » _ ) s

a. Furpose-

In order to improve health and health care gervices, ongoing .
systems of heelth educarion must be plannedj;implemented, and documented. .
The maintenance of health and the prevention of disease can be achieved
by a cooperative effort between knowledgeable and motivated consumers and
health care personnel. One facet of the overall purpose of this effort
wvas to uﬁilizg-nanepfafessignal pafamediéal personnel and EprépfiEEE
educational technology in the task of meeting some of the needs of patdent
and community health education.? o Lomi ‘

¥ : ‘i@x; i

Thecker, B. and Bonner, P., PSRO: Organization for Regional Peer Review

(Cambridge, Mass, Ballinger Soblishing Company, 19730, 134-135.

_ 2yeckwerth, V:E., "How to Use and Misuse Average Length of Stay Data,”
Modern Hospital, October 1965, 105: 114-117, 176,
IYaalth Education: Role and:ﬁéépansibility of Health Care Institutioms,”
Statement, American Hospital Association, Chicago, Illinois, 1975, °

iy
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jaﬂé“sutgigal éﬁazﬁicehaf‘ﬁath except 'to 49 it themselves-
‘gElEi@:épatﬁigﬁ of, cases

factorily, for 2 variety .of reasons.

j't;aﬁ qf ﬁhe patients 3 doctor sees in the ambulatoTy getting have to, enter
a hespital. - B c - )

'all';hé education themselves-

- the right questions
. are.often afraid to

;-!,gg;gﬁlﬁ;élé‘ié University. has-written,

’3pééific'disease,situatian?

b. gagggtéuné; ; - - S ' .
yntil recently there has been no way fét,pbysiziaﬁsi regularly,
to provide educatfott tor their patients across a wide spectrTul of medical
; And in a Teason™
they were probably mot able to do 1t entirely satis—
1t seems obvious that the PhyEiEiaD‘E
Only a small propor~—

& .

office 18 8 1ogical pase for much pagigﬁg’gdu:atian. -
‘Physicians are seldon suited Eg;éégt?iﬁut
They arq not really trained to play the on~
going, supporting rohe feqqirad? Even if they are a good zammuﬂi:aﬁaffthgy .
don't have enough time to do the job thafaughly,vand at the end of the_ﬂgy ,

But let's face facts.

“they will probably not cover the essential information a8 completely 88 .

bo ask (gﬁi«:h takes some education in it_sglf,), they

they would have earlier in the day- Even when individual patients know
at

f-thamiveiﬁhaf‘tecause they believe the doctor is
too busy or they don't want to appedr jgnorant. .; -
Physicians want to remain in control of thelr paﬁiEﬂts‘ educa=’
tion, and of course, they ghould. They can direct it and they can pre- _
seribe jts content, put they should not attempt to do all of it themsglveg;
or, as Dr. Robert E- Ccanfield of the College of Physiclans and Surgeons
“Hhile*ﬁhe.physiciaﬂ must play & very
special role in heiping Ehe ;uukéi;;g;’A w mmelo whiE rmouledge to his
‘ ed with somE

the physiziaﬁ shot )
ormation to the

teaching aEEiEtEﬁEE'tD.prmEFE.bétter.cﬁmmuﬁicaﬁiﬁn 0
patiént and also tO jower the labqf_tbst'af the process.
2, OBJIECTIVES. , R
a. To utilize the nDn¥pfc£EEEiéﬂal paramedic iﬂ;ﬁhé;fﬂli'ﬁf health
educators R . ' ' _

b. To teccmmeﬁd‘tﬁe pferequigitaé for & ?gténtial'ﬂgn—prafeaéiaﬁgl
pafamadi; tealth educatoT- o b L ] :

. e ?I?_iééﬂtify the functions and rasks that‘;ﬁﬂlﬂ'éetve as gﬁiﬂsﬁ '
1ina§[§af'tﬁg role of 8 n@ﬂiprﬂfEEEiEEEl pafEmEdic health educatoT- :

d. TQ'aEtErmiBE the cost gaving of a ﬂdﬂ?éiéfésﬁiﬂnﬂl Fa:aﬁéiiﬁ
healtt¥educator. ‘

- . '

Jamplis, R.Wes wrhe Practicing Physician and Patient Edu;&tigﬂ;“ gﬁsgitgl

Prgzticg; October 1973 93-99. _ :

H
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3, METHODOLOGY.
(1)  One aéﬁéﬁt'ﬂf,zhé.étudy plan called for the utilizing of a

ﬁﬁnép:afesiicnglﬂparsmgdig as health educator. It was suggested by the pro-—
ject director in the original study protocol that, if possible, -the tech-

. nician should have a'non-professional paramedical background, i.8., 91C
_or LPN. This was necessary in order to study the feasibility of having &

non-professional coordinate the utilization of the patient education pack-
ages qnce the instructional models were devgi@ped!, If the resilts of utl=
1izing this caliber of .personnel proved posjtive it.would save profession=

gl time and be much more cost—-effective. Further, ‘it was‘hypathesizéd that

the individual selected to develop the role would possess qualities needed
for the evaluative aspect of the study, but qualities not necessarily peed-
ed to manage a patieft legrning center. Therefore, a mature g91c, E/7, was
selected. o ‘

= : {:‘
b. Procedures. : Y 7

D In order to %tapafé;ghe non-professional pagsmediéal health

_adneator. to assume snd critically develop the role, a series of logical,

P I e I

_ gygtgmati;’plsnﬁe& expetiences were accomplisned. iDe puLemiias welone
i EduC£§§E'jEiﬂEdthE staff April 1975, after the assessment phase was com=
- pleted, physigal‘afea'dggﬁpated and furniture and Equipméﬁt‘ﬁfdéfed. Con-—

sequently, the first three donths were spent in learning about the concept,
study plan and study cutcomes completed up to that time. - From July of '75
Eﬁ(Ju;y of "76, the éight learning systems were developed, revised, and -
validated. During the instructicnal systems development and formative
evaluation phase the study plan called for developing the health educator's
role and revising it (adding or deleting functions) until a point was
reached when it was felt that the 91C could assume the full responsibil-
ity. In the year's time, the health educator was éoached, given selected
reading materials, continuing education and an array of simulation .exer—
cises. Additionally, he assisted with the patients used for the valida-
tion process, and gained in competence with each succeading system.

o (2)  Within six months of opening the learning center, by Dec
s, 1t_becamé'éppareﬂt that one health educator was mot enough due €o
the additional evaluation functions required (1,e., collecting data on the
‘control group at Ft. Myer, telephoning subjects for follow-up and the
clerical and administrative Muties associated with studies). And, as

wvag mentioned earlier, one of the primary thrusts of Froject: PACOMED had
been to imprave cost-ef fectiveness 4in the utilizatior of nﬁﬂﬁpféfESSiQﬂgl
parsonnel for patient education. It was postulated that the technical-
mechanical aspects could be administered by an E/4 or g/5. 1In practice,
it became apparent that a well-qualified individual cf this low ramk
_eould carry out many of ‘the functions that were being performed by persons



#

© of ‘higher Tank and education. Tn April 1976, an E/S vas added B9 the

staff ensbling this element of the protocol to be implemsnted sand

evaluated . V¥ ; " ) ;
4. FINDINGS (and iélatgd Discussions). .
a. Pre equisites. ) ' o
.. . () Eeducational Quali¥ gg'ﬁi‘f s s
= gy BT '( ) “‘: ’ mg ; an A - . -
v b . (a) Graduate of the 91C20, Clinical Specialist course.
. = '1'5;« : v - ' . -
(b) The scope of instruction for the 91C20 includes: Mil-
itary publicgtions and correspondence; medical records and reports; inter=
personal relations; techniques of instruction; techniques of management;
Ay medical field service; emergency medical and dental care; médical
' management of mass digaséter casualties; military preventive medicine; in=—
1 _:raduetign to medical science; pharmacology and patient care; sgﬁeeggﬁéﬁf """
! patient care; medical gurgical nursing; mental health and mental 1lnefis,
care of ob#tetrical patient and the new born; care of the pediatric; patient;
.~ dispensary procedures; SUrgery i{n the Army dispensary and health facility;
‘and elindcal experience. L -~ L
e . () Leagth: 40 weeks. -~ - ' ;”ti’ L

attend the 91€20, Clinfcal Specialist

= - =, = = o ke Tty =e ~ =

G

¢ - . e e R e o K

rerequisites to

B (e) High school graduate or the equivalent as measured by
GED tests. Must have credit for high school level course {n matimatics or
have 'a standard score of 45 or higher in GED test 5, high school level. .
~ An interview by and written recommendztion from an Armv Nurse Corps of~
y - flcer or, when not available, a Medieal Corps officer, as t2 the applicant's R
: " 4ynterest in patient care, potential and physical suitability for the course.
Standard score of 100 or higher in aptitude area GT or ST. Must have e
“sucessfully completed 91B10 training conducted at the AHSUSA, and have &
ginimum of 18 months clinical experience. Twenty—four wonths of more of
active duty service fe¢ainingvafiéﬁ\gnmpléﬁign'ﬁﬁ the course. No security’
clearance is required.® T . .

=

(2) Physical and Behavioral Characteristics. B TN

. o . Be well groomed, POSEess military bearing, have nbrmal
veight, be a non-smoker, and moderate to light in alcoholic and caffeine
congumption. It is desirable that the health educator be a role mofel. -

and help teach individuals how to cope with medical problems that are” gelf>
induced or caused by factors existing within the environment. ‘More often

than not the health educator's efforts wvere directed voward attacking self-
imposed "diseases of choice”, including smoking, alcohotism, and nutrition=
al abuses that may ultimately lead to hospitalization.’ o .

SArmy Medical Department Course Catalog, Fiscal Year 1976 (1 Jul 75—
30 Jun 76) and Fiscal Year 7T (1 Jul 76--30 Sep 76), 6=7, 6=10.

= . .
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K éthﬂ“hgnd, 1t cquld be possible ¢t
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F’l(k) _f?ﬂf;g o

R L . -
et T A minimun stdbilizat
would allow for job”security, satis

the patients. . .

L
 (5) *Training Tidke,
ol . Based upon the

“working davs in a

. health educatogs that some
- stahce, 1t is not uncommon

. Q) 'Piy“ﬁ?idéffifk;ag E/5. e

'

A

X Lo ’ .
iop tour of two to

=t
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o=t
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ggctiongﬁgnﬂ ¢contimaity gfaégg; for
I S B

4

¥ LY |

T .

three years, This °

N

'PACOMED ' ‘staff experienge, 1 1a considered®

patift learning centepnire necessary,, Wis as-

for some

is contingent upom
aration., Therefore,

s1ized lehphing center is

] would igclude the fqllowing functions: (a) o frating the learning
centéer ;; (b) coungeling, (c) maintaining records,
‘acthvities. Of course, mych

d prior, educitional prep

and () «coordinating ,.
eaéh individual's back-

it is suggested ‘that

ever developed for preparing these
type of competency testing

college graduates

ve done, For-ins -
to refuse or be de-

nied a commission foy various reasons, many of whom become 91C20s. It%

' ecould, Be that an individual of this

a former teacher) would need yery

only need to learn how to implement

.

rimmim= = d md e mg and SeFaEN

1ittle in the way o

hat a borderline 1
L thepTiToguisites smnfne ?fﬂ;gdgféég;.fhisb
:;ziy need additional training time. . T T

caliber (especially if she or he vas

¢ new skills, \but

'§vidgaltbéuld méet

the Btandar’dize{gﬁfﬂ:edﬁre;. “On the

Operating the L arning ngtgr.:

o T

: (1) Because the

- directions and flow charts
in operating the learning ¢

. The tasks that were identif
center enviromment for lear
diovisual equipwent 1s oper

validate

for thelr administr
enter are minimal and
ied are as follows:

Jpenson would u:éagbtﬁ

— 1
‘,

& .

d learning!systems have accompanying-
ation, the tasks involved
elenentary in nature.
(a) Pyepare learning

ning systems presenﬁatianszl)alﬂsurg that au= ‘
to include lighting and sotnd system,
2) Prepare individual folders for each patient. The folders contain the
necessary forms for each system, 3) IﬁsurE‘{hsg‘pgnqils and paper are at
for each sysfem are properly completed

Aticonal,

‘each carrel. (b) Insure thgttfafms

by the respective patients.

give the patient a brief de

c) Prior to showing' the
scription of PACOMED an

gram to be received. (d) Provide, collect, and ecore oL
(e) Show audiovisual programs. (f) Assist patients as needed. () Main-
tain learaing center in readiness for the following sessions. (h) Main=

tain form level for each gystem.

. on the audlovisual equipmen
and maintain inventory reco
kept in a high state of cle
\@gpeg for each syspem In ca

tiges. o -

Lad

<3

(1) Provide first—ec

t. () Conduct monthly equ

rds
anIiness.

se of damage to
.tg; learning center afid adjacent facilities ‘are proper
t L ’

(k)

Insure that the.l
(1) Maintain an

advanced organizer

d the educational pro-

pre/post teats,

helon maintenance
ipment inventory
earning centi¥r is
additional set of

the original. . (m) Insure that

1y securéd at all

Eog .
-i%\ .

*
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2) Seventy-five percent of the health’ educator's time was
devoted to the function of operating the learning center. All of the
_above tasks ars ongoing and not likely to change with this prototype.
Forms compleced by the health educator and test scoring were done while
the patients were viewing the audiovisual programs: . This feature max—= *
{mizes the health educator's time, and eliminates delay and unnecessary
waiting for the patient. s

’ , .

c.  Counselor.

_ \ (1) The health educator must establish rapport with each pa=
tient and family member. An open line of eommunication met be develop=
ed and maintained during the entire geries of gessions. The i{nitial in-
terview is {mportant in that the patient mst feel he or she has been
accepted and that there is & gincere desire for tha health educator to
help. The health educator worked with each patient on 8 personal basis.
#he pacient vas agsisted to develop a gense of accomplishment iritially -

‘@ 1in order ‘ro¥sustain mativatiaﬁfs" The tasks that weré jdentified are as

Ffollows: (a) Revievw consultation sheéf;é. ™) iﬁtefview patients to :f_ind

. gout thelr peeds. (c) Collect baseline data. (d) Deternine deficiencies.

(e) Develop & plan of actioen. (f) Provide explanations of reinforcement.
(g) Encourage compliance to ;reamgﬁt plan. (h) Give feedback to the

health care provider as needed. (i) Collect follow—up data. (3) Termin-— . '

ate sessions when appropriate. (k) Return consultation sheet to ‘health
caTE provider, denoting pgt;iem:‘s progress.’ -

F

B P smtyedne TeoToT: arceDLANCE. oblectivity, pfﬂtegﬁiﬁng

observatilon, evaluation, 1istening, cmunicagiang and actlon {interper=
gonal relations are given in the scope of ipstruction for the 91C20) -
Only when the health educator has learned successful jnteraction with the
‘patient can he or she achieve their full potential {n the role. -

=

Dorroh, T.L.»

ks (New York, McGraw-Hill
Book Companys. 1974), ) g

Tteachey, H.G: and Cartel, j.B., Lear

. N.J., Bducatigmal Technology Publicacions, 1971)s 13
W 4

‘8porroh, Op. Cif:s 251.
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(2) In addition the elements of géoL humah relations should be

ing Laboratories (Englewood CLLffs,

22



I

? v }
o T4 27(3) Ten percent of the health educator's time was devoted to
counsgeling. . : , _ .

4. 'Records Mgnagement.

X L (1) The health educator alsgo gervés as a record=keeper in:
gailiﬂtiining accurate and adequate reports on each patient. :

(2) A chief criticism of the patient lcarning center could be
‘that it entails extensive record-keeping because of the personalized
learniog practiced and the necessity to account for this learning. Re-
gord=keeping is a very {mportant factor to the success of the patient
learning center. It was necessary, therefore, to devise procedures that

'“'“””'ki?ﬁwilsétﬂ?kégﬁiﬁg to a minimum. o X . $ '

- (3) The health educator maintains a checklist faf>ééehvéfé€eﬁ

'>t6'i§lurg.2nnsistenc§; individuali;atian,:staﬁdatdizatibn, quality assur-
aunce and actountability for each patient. ) \ :

ah (4) The patients’ personal files and Eumulaﬁiva'fecgrﬂs wers
saintained under the same regulation that all patients records are kept,
AR 40-400, change 4, 1 Nov '76, MEDICAL SERVICES ?AIIEHT AEHINISIF;TIQE.

. health eduaagﬁfs‘jgff;ce(g). (In addition the offices had gecurity locks
on their doors.) ' T e : ; L

s pe _— -
i

, '(6) The tasks for the record-keeping are covered in sections b,
Learning Center Operator and ¢, Counselor. ‘ :

(7) ' The original itemized forms for each s?séem appear in the
 final report for the Formative Evaluation Phage of PACOMED, July 1976.

(8) The time_gpe%; in manageﬁeﬂt of feeﬂfasswasjgive percent.

e. Coordinator of Activities. oot R L
- (1) The tasks enumerated in this section are not to be confused
_with program planning. The main focus here were the managerial functicns
Vigsﬁﬁiﬂtéﬂ with the ongoing activities of the learning center.

' (2) The tasks {dentified that the 91C20 could successfully per=
© form were: (a) Maintain accurate calendar of events, to include: schedul-
ing patients, attending meetings and briefings that were germane to the
operation of the learning center. (b) Insure that activities centered a-
round the learning center were coordinated to climinate confusion and pro=
vide optimum time utilization. (c) Establish pricritles {nsuring, that ac=
tivities not directly involving the patient were gecondary in natureé. '

(2) Give {nitial staff orientation pertaining to the learning center.

(e) Schedule ongoing orientation. for newly assigned personnel. () Peri~”
odically reinforce professional staff. (g) Maintain 14aison with profes=
sional users. (h) Give briefings to visitors of the learning center.

135

{(5) The fe¢af§§ weré EEE§E§;Ln locked file ggbiﬁéééiin‘tne e
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" The time consumed in this function was apptoiimgtgly‘tgn percent. .

"7 (3) Because of chie evaluative nature of the study it was im~
- perative that the health educator control the scheduling of the patients.

However, it is suggested that for the future the health educator provide
a monthly calendar to the ¢entral appointment gection that would include

times and dates for scheduling the learning systems. This could save the

“health educator half of the ten percent that was

being spent in the task.

(4)  One of ;hg‘mgst'imparcant tasks of the health eﬂﬁeataf=ii"

gtaff (user) orientation. In order for

- ful and utilized to maximum potential

the process the professionals need to

medical resources and minimization of medical wo

N R ¢ During the
tional, July '76 to Aug '77, it was felt that perhaps the non=-profession=
‘al health educator could also functiem in the area of program planning. ’
‘"It was found that this was not the case. : v

ear that the learning

the learning center to be success=

[ the prafessiangls—shau;d refer all
patients that need health. elucation to the learning

center, To facilitate

understand the services being offer=
ed, know how to refer patients and most importantly
.o eontents.of the learning systems. Only in this way
between the consumer and health care provider be maximized and. economy. of

new pﬁliﬁi&sniﬁ an organization, a person must have

sion-making structure and how it operates.
ganizations present complicated problems of
ing the leadership and in using influence,

such complexities, in order to obtain

worke, requires competencies in analytical and

- (3) Program planniﬁé requires skills applicahle to all settings. .
These include knowledge of how to work with ’

be familiar with the
can the communication

rkload be realized.

center was fully opera=

- Lot

iliew .93 Tn ovder to successfully_formulate and gain acceptance of

L S

KNOWLBAKE UL Lits wwes

The larger and more diffuse or- .
analysis in terms of idepntify- )
To successfully maneuver through

program support across the many net—

and recruitment of members; determination of goals;

development of appropriate background

(4) The program planner shou

cessary for effective problem analysis
ving. These processes requijre a perso

input from many sources.

organizational areas.

committees in the selection

agenda building;

{nformation; report writing; follow-
up procedures; and solicitation of feedback. = L

1d possess facilitation skills ne= °

, decision-making, and problem sol=

n who is‘creat

i{ve and receptive to




2 : L
: (5) - Implied in the above are written and verbal communications
skills as well as an understanding of ways inteérpersonal relationships
are established and nmaintained. 1t 1is algo important to have a knowledge
of the health fiald in terms of the patterns of organizations, profes=
sional oriegtations, and role relationships and a knowledge of .the culture
_of hospitals. ' ; _

.. (6) Finally, professiopal assertiveness 18 essential in order
to introduce new concepts with bréigebased supports Additionally, in the
military because of the rank structure/ there are some tasks enlistled
people are "not allowed" to do even 1f they possess the ability. This
became very apparent when the health educator fpr PACOMED attempd to
{nitiate a feature story and follow-up in’the Fort Belvoir newspaper, The

--Castle. At _other times, people were aot so blatant, but the nuances were
apparent. The project director was approached .on numerous occassions ' '
throughout this phase of the study with "Don't you think itnwpﬁid‘ﬁe"ﬁétggg'-' e
Jfor an officer to present this?" T - o '

g. Costs. . ‘”ﬂh§ . o - :: N ! L

The .cost effectiveness of the prosotype will be éﬂdfébaed'iﬁ?i.?”i
separate report. However, it can be noted that by using -an E/4 or E/S: 40 2
Che pusiiiod Z£ honleh edueator the cost in labor was 30 pefzent;qr{léég cu e
than by using an 0/3 or 0/4 Army Rurse Corps ofticer oOrf 300 ww A0 .
less than by using a Medical Corps officer 0/4 or 0/5 based on their
spective hourly wages for mean time in grade. That doesn't take imto :
. consideration the advantages or penefits of the prototype in addition to. DU A
the savings. ‘ - : C

FE

5. CONCLUSIONS.
= " a. A graduate of the 91C20, clinical specialist course should be
considered as the potential (nqn—@rcfessinngl paramedical) heflth educa=
tor for the PACOMED prototype. -
b. The healgh educator 1s qualified to perform the functions of: v
learning center operator, counselor, records manager , and zaatdinatat}af g
the learning center activities. ‘

. c. The health educator should not Euﬁgti@P in the role of program
planning. : : .

~d. The cost control Patgntial of utilizing a ﬂgﬁ—?rgﬁessiangl in
the role of health educator remains high. :

Fpatient Education shop: Summa Report, U.S. Department of Haalth,
Education, and Welfare; Public Health Service, Center for Disease Control,
Atlanta, Georgia, 1976% 8-9. ‘ : o
ra 'f@ggiﬂgtfggtiuﬁal
Evaluation, Fingdl Peport, HCSD
1y 1976, Appendix 9.

¥
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& -Added are ite sdvgntagéé'af ine:e:iiﬁi the gﬁﬂpfehgnsivéﬁegi of
benefits to patients and professional’users alike. =

6. RECOMMENDATIONS. \\\{

s. She feasibility of utilizing civilfan LPN's rather than 91C20's
as health educators should be given first priority. ‘This would eliminate
prerequiste training costs, cost of military benefits, retaining the per—
son in the system, career options, and the wage paid the LPN would ultimate~-
1y be lower. : : !

5. The feasibility of utilizing a 91B10, basic medical specialist as
health educator should be atudied.

¢. The chief, @céupéti@ﬂal_heslth and environment (Army Health)
. Nurse) or chief, nursing education and training (Educational Coordinator)
should be considered for overall supervisor, coordinator, budgeting, and
progzam planner for the individual MEDDAC learning centexs.
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A -  APPENDIX G ‘
. R
v . PHYSICAL FACILITIES
1. INTRODUCTION. -

The systematic human engineering of customized learning centers and
spaces remains as a challenge to educators, health care workers,. and .

-vendors. The state of the art in learning environments and catrel desigh
shows contrasting opinions on some very fundamental issues. e

: Léarning center and carrel design is not yet based on soundly derived
i fﬁpiri;ilpfiﬂciplea; but rather implements the untested notions of the
0o persons planning or buying customized- learning centers and carrels. Per—

e . - fOTRADCE,. it is assumed, 18 influenced by the degree to which the physical

facilities fit the needs of the ;‘Satients}' Factors -which may impact on the - -

~design "af, par_tgnt lesrrgi.ﬁg ‘centers are discussed, and recommendations for .
. future AMEDD patient learning centers are given. )

. l- B E!lgg}:isg,

‘The learning center and -szarfelé ﬂffef:;%&ﬁ}s?gﬁislﬁed learning

ares that facilitates the activities for patiedt learning. N

. Use of the learaing center.and carrels as the' focus ol the In

) structional effort is ‘based upon a family of philosophical assumpttions

. i '‘wuch as would be articulated in a- systems approach to learning. These
1. .. assumptions include the application of tezhnglggy to lea¥ning for achibv-
Soooso ing {nstructional efficiency and effactiveness.® A patient centered phi-

~ losophy of instmgt;iﬁﬁ=placé5"the;f:e;spmsibility onh the patient for his

i‘f own performance and usually permits some level of patient selfﬁpagingi'f

Instructional activities designed to meet clearly stated and
well defined objectives are modularized and built upon previously achieved
goals. Presentation of information in multiple sensory modalities is

* ﬁftenv-iggludgd ag in the requirement for patient involvement in learning
by doing- s .

th, R.E., Academic Library Buildings (Boulder, CO, The Colorado
Associated University Fress, 1973) .

2center, D., "Office Size," Architects Journal, 24 April 1968, Sfb (92)t
. As3: UDC 725-23-301.151,  881-888. : ‘ :

Ivogel, C.¥., ") Prolegomenon to Study Carrel Planning," Educational
Product Report, 1968, 2(Z): 8-13. Y

Yamaria, R.P., Biran, L.A., and Leith, G.0.M., "Individual Versus Co-
" gperative Learning," :Eduﬁatign;l, Rgséafch{]l?ﬁé/?; 11: 905-1103.

/ : &
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The casual visitor, and even primary health care providers are
sometimes deceived by the smoothness with which patient learning activities
are managed in the PACOMED learning cemter) Patients and health educator(s) .
= work together, use materials, operate equipment, discuss, read, listen and
.view audio visual programs, and engage in a variety of activities - all with .
a minfmym of canfusion or delay. o '

o Things running so smoothly do not "just happen.” The very im-
- portant logistical management of the patient educational process requires
careful plamning, organizationm, teamwork, financial support, and profes—
sional insight, But perhaps equally important, it also requires an ade-
quate Pﬁ?ﬁiﬁll;éﬂ?iféﬂﬂ&ﬂtis This environment must be recognized as a ;
s --epretal element of the "systbm’ that affects patients and heslth educe=. . . .

.tor(e) 1in 1 L : : :

L@

) -, . L =

~ , ?éféngiﬁéef fequi:émgﬁts for a patient learning center;
'S ¢« - F P N [ T . :

" b. ‘To pilct ‘test the existing patient learning centerj i,

e. To rezgmﬁend general requirements for a pgciéntfieg,ﬁ ng center . *
based on empirical evidence derived from summative evaluation. F
3. METHODOLOGY. ‘ - o

a. The PACOMED learning cemter, and additional rooms, was located in
_ the Outpatient Facility, adjacent to the Family Practice Clinic, U.5. Army
* MEDDAC, DeéWitt Army Hospital, Fort Belvoir, VA 22060, 'Sevep rooms were -

needed in total for the developmental evaluation support, i.e., project

director's office, administrative and Eamputatianﬁi_gffiaesi: Four of the
seven rooms were used for patient education purposes. :

b. The physical facilities of the PACOMED learning center were based
on the project director's prilor experience, field trips to instructional
media centers, review of the literature, and space allocations, supply
and service, budget and pergonnel constraints. A gt

c. The PAGWMED learning center and facilities were developed, as
describied Sept '74 == Jul '75. - .

Van der Ryn, S. and Silverstein, M., "The Room, A Student's Personal
Envirorment," Ir R. Gutman (Ed.), People and Buildings (New York, B;sig‘f :
.Books, 1972), 370-383. S : '




S o CE L e |
: A L e b ; "’ . ‘. -
v 4. The findings, d'ig;?%e_@n;lugims, and recommendations were .
dr;sg-b!gedlgﬂ utilizaticn &1 facilities from Jul '75 =— Jul '76,
+ Lurmative eveiuation phase and duedng Jul "76 — Jul 77, sumative eval= *
uation phase.’ R L * ,
e . - . . ‘
A

o K e Dggf_ip;iam{afithg EAGQﬁEDiLE&fniﬁé,Ceﬁtgf. ) !

8 L e

S * . . o
- Zﬁ~, (1) The PACOMED learning center, was approximately 23" deep
X 10' wide. Cool biscayne blue walls complimentcd the gour double rows of
fluorescent lights, providipg excellent 1ighting of the entire roomw
- . .

(2) "The room wag’ furnished from back to front with a 54" cir-
. cular mahagony top table with jfour deep blue posture conforming chalrs.
- . Against the left wall were flve rows (from floor to ceiling) of 48"
shelves, one 5 drawer. legal size file cabinet, three study carrels with
_deep blue posture conforming chalrs, an attractive mahagony lectern on
- gﬁ;ﬁlé. and znother set of 48" shelves. The right wall contained. one
Egg g" X 35" X 60" grey steel stcrage cabinet, a 5.draver legal size file
% cabinet, and three study carrels. A Seny video cassette plavey and morn—
ftor contained within a‘wheeled metal cabinet -was against the wall next
to the door for good visual contact for all patients. . .

; a

¥ I L : 2 : , co
T (1Y The shelves nearest the daaglcaﬂta;ned video cassettes, film
. strips and cassettes, programmed study DOOKLELD "hesctl traset raarhing

‘models, and screens for the relevant visual system.

o ‘(4) The shelves at che far end contained projector/recorder
L cartridges, programmed study booklets, cassette tape recorders, a 3u
gsound on slide projector recorder, a m gound on slide playback unit,
film strips, and recorded cassettes.

(5) Cﬁﬁtaiﬂéd;ﬁithiﬁ the storage cabinet were addicigmal ed-
ucational materials {including; pamphlatsj,baaklazsi video casselfes, etc..

(6) The file cabinets contained blank forms for each of the
eight systems, to be used in pazigngﬂchaftg_ .

(7) Strategically placed around the learning lab were SPENCO
visual educational aids addtgéging drug abuse woking, family planfhing,
. alcoholism, and a guide to coronary care. ’

v (8) Each learning carrel contained a nore pad, pencil, privacy
“ act statement, and an audio head set for indiviftualized internal sound.

£. Primary Learning Center: (Room_#1)

.o (1) Size — 10' ¥ 23': was large enough to accormodate six
patients comfortably. However, may seat Len patients.

¥

. - ,

Q
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L@ Furnil;ufe arld Fgej.;itieh SRR

zn) one 54“ r;irculgf :able with Eauf ppstutg ;cmfaming

) ﬁii;\'éets of £ive ﬁall mgunted shelves,

.(\2) one 1Eq:tefn, ' s

(d) two legal sizg Eivg draver file EEbiﬂEEE,

(g) s‘[; gtu&y carrele with pastute :anfatming chairs,

) (f) one metal cabinet (LLTXGE, Partg’ble) AIV, :aﬂtginiﬁi .
Sﬂﬁ’y television monitor urﬂ.t and a Sony 3/4" viden cacsette plaﬂbi(:k
unit, and :

- (g) onme 18" X 35" X ED“ meﬁ al, ia,u‘blé_:ﬂiéﬁf _stamgg-;gb;ﬁg! .
SEE DIAGRAM 1: Primary I.EErﬁi_ng Center, P. 162; . ﬂ o T T o e
g Segandafy Leargi_ng;Cen:er (Rgom #z):' - B :_}
. \ (1) Size — 6' ¥ 12': was ‘large gnaugh to s::;nmﬂésté nng o Rt
patient ;aﬁiartably. Alsc.s uged for Etﬂfagg. . - :
) - 2% Fyussieure end F,ﬂf‘ﬂ—";’,igg_‘ e i ) ? . ‘_
‘ (a) one study égﬁlgi.»: B o - ) .
() two pgstufe cﬂnfnfmmg Ehgirg‘ . L

(c) one metal ;abiﬁet (LUXOR, pgrtsble) \mﬁﬁaining .
Sany television monitor and a Sony 3/4" video cassette playbs:k ugi:.

v & (d) one 2' X 5k' built in storage cabinet with staiglei:
steel sink, and ) .
b (e) two 25" X A wall hung ‘%tal cabinets. ’
i
SEE DIAGRAM 1: Secondary Learning Céﬁtéf;. p- ISLQ—
L ]

h. Secondary Learning Center: (R@emﬁ#ﬁ;)
(1) Size — 7' X.9': large enough to accommodate two p;;ieﬂtsf
(2) Furniture and Facllities. | |
(a? two study carrels,

o

S 144 , |



i
1

1 ab;net' (LUXOR,

pa:tgble) can:aiﬁing

(b) _one metal
* San? EEIBViSiﬂﬁ mnnigat and ony 3/4" video casgeﬁte playbgzk onic, o~
T T T (e) ome Zﬁ" X 37" X 38" ﬁ.ﬁ in storage cabinef_ li‘iﬂ'l 4
-E:inlgsl steel sink, and . '
(d) one 13 ¥ 32" X.36" wall huﬁi retal cabinet with.
ilidiﬂg glass door. - o .
SEE DIAGEAH 1: SEﬂandgry Learning Center, P. 152:.ﬁ *QZQ
alth Eduﬂaﬁﬁf g Dﬁfice. . ’
) Size: 9" X 11* - | R
- ?ufnitutegggét;;gilizies. ; " '
. - :': (a) gée SEUdY "earrel, ' i
! (§3 -two 18" X 28" leg‘i gize fiv dra§3f fil% ‘cabinets,
(c) ome 34" X 44" sing%e pgdestal_desk, ) " T ’
' ] (&1, three posture céﬂfafming chairs, s : ﬂni
; “4¥ ; (e)b four rows of i2" X 48" wall hung shelves,
(£) ome 24" X 37" X 38" built in storage cabinet with
ltginlesg steel sigk, _
(g) one 13" X 32" X 36" wall hung metal cabinet with

o\

sliding glass daaps. and

i 14 . N N
(h) ﬂﬁé T.V. mﬁnitgra ' ' /

' SEE DIAGRAH 1: Health Educator's foite p. 162,

i ngeral des;ripgian common to 1eafniﬂg center and additi@nﬂl

,fa;iliEiES' e . t ] 5
‘ |

(1) Room size and Claistetfng‘ Although sgveral separate rooms

iqtisfa;tnfily fulfilled
- {ng center would have been more dEEitEblE.
=

e
PR

The

Adéquaté dguble outlets were not. present.
‘Racder

(2) Wiring:
boxes.

deficiency was compensated fer by purghasiﬂg several gpider
ways wvere provided.

" ’ i o & ;A‘;. &

15 .
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the learning-center tequirements, one large leafn—'

for in E%e canstrq;tiun of ;ha dew outpatient faciliey.
¥



}"

) (3) Artificial Light Control: Adequate, all rooms had four

double rows of diffused flourescent lights. However, a dimmer switch

was lacking. o v

(%) Acggstiéél Conditioning: Nomne, very distradting. .

_ . (5 Air Control: Provided by engineer controlled thermostRts.

Very poor. . :

47 . (6) Color: The rooms had eream colored wallé but wefe very
gsoiled. The PACOMED staff painted (and the project director paid for)
the walle a biscayne blue. . ' ‘ :

3
g

(7) Reflective Surfaces: Adequate. A dimmer switch was needed
to enhance the visual presentations. - oy

' 8y Régtxﬁaﬂm Facilities: Co-educational.
(Q)X Seating and Table Surfaces:, Exgglleaég
(10) Study Carrels: Excellant. T S
(11) Audio-visual Eardwafg: Excellent.
4. FINDINGS. o o ; S

- 1isoodme cemrar ol arrompanving office ‘EEEEEE
functioned fairly wel® as =wall-groups*, and {ndividual study facilities.
The physic~1 limitations soon -ecome apparc.t, but <id not hamjer -the main
evaluative <fforts. -

iNE EAlsLiug EE‘L;E;Q

5. DISCUSSION.

a. Room Size and Cloistering.

- fn the main PACOMED learning center the issue of cloistering wvas
reflected in the level and manner of seclusion provided by a carrel. Un-—
fortunately portions of the pilot t:st of the existing patient learning
center were hampered due to Toow size. For example, the effects of dif-
ferent levels of clolstering and size of the cloictered area effects on
patient performance could not be readily tested. ot could the revalida-
tion of previous studies be conducted, that suggest that performance de-
~reages as room slze increases because of the time and space constraints

of the overall study.®: 7

;Eﬁéilégféup facilities {Typically designed to accommodate 5 to 10 Pgtigﬁtg),

ERrapapoft, A. and Kantor, R.E., “Complexity and Ambigulty iannvifsnmgnt:l
Design,” American Institute of Plammers Journal, 1967, -33: 210-221.

7Sommer, R., Personal Space: The Behavioral Basis of Desipgn (Eng lewood
Cliffs, N.J., Prentice Hail, 1969).

3
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b. Wiring. o _ - . v c
{1}, ¥iring arrsngements for +nstiructiconal areas must -take into
account the need for access tu both power and communication chfnnels.’
With respect to the firsc, care should be taket that the Eysgﬁﬁ is adapta-
“ble to future needs- and can be altered easily and Inexpensively. At least
two double outlets (minimum) should be placed on each wall of a small
sized ?atien;£leatﬂing'céﬁter, Fach such outlet should be grounded and
fused for no iess than 20 amperes at 110 volts AC. If these power require=
mépts dc not exist, spider boxes can be used quite efifectively at a minimal

cost (§12.00/spider box) .t

4 7) Raceways should be provided for cgmmunieatian units both
with%#‘ihe learning centeT and between other areas cof the hospital care
fac?Tity (to the television studio, as in the nevw Eisenhower Army Hospital,

for example). This posed no problem for the study because elosed circuit
television was not used. However, it would bBé shortsighted mot to include

this additienal contingency in any nevw AHEpg.ggns;rgctiﬂﬁ.

c. A:tifi;i§1glgghtrQan;;p}_ ) )
(1) Experts generally agree that light should be adequately
diffused and shadowu-free in all parts of the learning center. The Insti-
rute of American Architects and the Illuminating Engineering Soclety
standards for Schools recommend 30 footcandles as the minimum light oL
level. ' ' : i
: .(2) 1Illumination en ﬁggggéafiQEEQ:ZEQEIZ%:Z:E;ZZL va-nr gTEAT— — —
" er than that on other surfaces in the field of view. Dimmer switches
4 _ghould also Le considered in plgnning.grln

d. Acoustical Conditioning.

(1) Increasing uses of audio-visual resources of many kinds
make it essential to provide adequate acoustical conditioning of instruc-
tional arezs. This is not 2 pfobler in most elinical environments be—
cause the building plans ineldde ‘epecifications pertaining to paximum -
reverberation, as well as maﬁimum;s@uﬁd transmission ;hfgugh walls, heat-
ipg ducts, and tihNg@ like. This wds dome to insure patient and health care
provider privacy 2s well as meet American Hospital Azsociation Stsnﬂ;rﬂs

for environmental conditions. . ,
N )

. o o en . N ey i Matrdons
¥Green, A.C , et al., Edug§;l§ﬂal fac;}iLigs Withwﬁgurﬁedigj National
Education Asscciation, Washington, 1966.

i

ESgtting Up A Room: Creating &n Environment For Learning, 16mm film, sound,.

color, Carpus Film Distributors, 1967.

107eachey, W.G. and Carter, J.B., Learning Laporatories: A Cuide to Adoption

and Use (Englewood Cliffs, N.j., Educational Technology, 1972), 29-32.
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(2) This did present a problem for PACOMED in that the study
area was the omnly area in the new putpatient facility at DeWitt Army
Hospital, ft Belvoir, VA that had not had aiéustigél conditicning. But,
because of the deficlency the noise level factor wag-able to be examined-
Additionally it is recommeded that rugs be put on the Ploors to improve
room acoustics, thus heightening the effectiveness of various communica-
tions experiences. Again, this does hot represent an additional problem
or cost, most modern health care facilitles are using carpeting to muffle
sound and lower maintenance' and housekeeping costs-

7 (3)  The room noise level dtself should be no greater than 35
to 40 decibels.}? If acoustical conditioning is not possible (as was the
gituation for PACCMED) it 1s felt that the use of individual headphones

(ﬁs'an effiecient cost effective way to reduce distraction and enhance pa-

tient concentration-

]
€)) Thi?gphase of the study demenstrated by observation, not
by measurement, that for many patienﬁsj'ngise stands out more and 1s.moTe
distracting against a background of silence than one of geperal ordered
activity. It was also noted that unexpected poise distfagziﬂns detri-
mentally aifected task performance efficiency and decreased the tolerance
for frustration. These finding 3 are congruent with studies conducted by
Senvesey 1081, 2nf mgwa wacanrlv Theologus and others, 197412513 Their
data show that unexpected nolse distraction or unexpected varliations iu
noise level appear to require some adaptation by the {pndividual at some
psychic cost. Dansereau and others (1975) develcped and assesgsed a learn—
ing strategy program that included practice in coping with distractions
while applying techniques to help the learning of prose materials (three
1,000--word passages under different levels of audio distraction) - Durivyg
post-hoc analysis they found that the mean total performance of Rotter
scale division exte ials was significantly lower than internals when read-
ing under conditions of audie distraction.t”

R

TTIbid. , .
\ _ :

12gapnders, A.E., "Influence of Noilse On Two Discrimination Tasks," Ergono-

mics, 1961, 4: 263-257. -

13Theologus, G.C\, Wheaton, G.R., and Fleistman, E.A., "Effects of Inter-
mittent, Moderate Intensicy Noise Stress On Human Performance." Journal of
Applied Psycholog) 1974, 59(5): 539-547. '

&

l4pangereau, D.F. ar cthers, DEYElGP@EﬁEJBﬂd Assessment of An Effective
Learning Stratepy Program, AFHRL-TR-753-41, Lowry AFB, CO, Technical Train-
ing Division, Air Force Human Resources Laboratory, June 1975.
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1t was noted by observation that the PACOMED subjects in the hvpertension
study that scored high on internals also performed better under conditions
of distraction.l5 It could probably be {nferred that the internals are . il
better able to concentrate. The effects of distraction on learning would
appear to require further careful study noting that i{ndividual differences
would be imvolved.}® - .

e. Air Control. .
(1) Heating, cooling, and ventilating systems ghould cause

peither drafts nor noise. Each health educator ghould be able to com—
trol ventilation in the patient learning center. At sny one time, &
ventilation system should provide six to ten complete changes of air per
hour, and at least 10 cubic feet of air per patient each minute.l?

' ‘(2) The air control for PACOMED was very poor and dependent g?i
upon the monitoring of the hospital engineers. During the summer month
it was especially close, causing discomfort for all particlpants.

f. Color. - » I
) (1) Biscayne blue was the color of the PACOMED rooms. The color
EEE attractive and offered a non-competing background for the health edu-
Lation posters and realia that brightened the areas.

(2) Room colors should be chosen with careful consideration to
Ceom oTizntotion end eoneral effects required. Colors may vsgjigg§$ide;a

! " ably, depending upon the rogm's exposure. Pastel colors are BURKESLEG v
: help with lighting and light control.-®

g. Reflective Surfaces.

(1) Reflective surfacés did not present & problem because only a
television regeivet was used. However, the use of a dimmer would have
X provided more optimum conditions. For effective use of most projected
‘\S material, illumination in the room, and on the EETEEﬂ\itEELf; should not
exceed 1/10 footcandles. : :

F

TSRucha, D.H., A Comparative Evaluatiod of the Traditional Versus 2 Systems

tient Educationm, Final Report, Aug 1977, HCSD,
16Ggilass, D.C. and others, "pgychic Cost of Adaption to an Environmental

Approach for Hypertensive Pa
AHS, FSHIX, 47-49.

, '

Stressor," Journal of Péfsﬁégliﬁ?raﬂd Sm;ialngychalégjj 1969, 12: ZDOfEZOr'

17prown, J.W., Lewis, R.B., and Harcleroad, F.F., AV Inst uetion Media #nd

Methods (New York, MeGraw-E11l Book Company,: 3rd Eﬁéitim; 1969), 72~
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{. Study Larrels. - '

¢ (1) The pétigﬁts and staff felt the study carrels used for the
pilot test were adequate. ‘

. o . (2) vhen constructing a ctudy carrel, Orr (1972) states that
there L nowneed to make vertical dividers over two feet above the table,
singe thg §§§5i'ility of vigual distraction is restricted while avoiding
"a cladstropho®i ‘ﬁiid@ﬁi@n;‘ﬂ Brucker. (1970) conpared learning perfor=-

! mance ir'a ‘carrel to learning performance in a ¢mall seminar room. He

%, fcund that high anxiety (Sixteen Personality Factor Questionnaire median

‘split) sybjdts in an enclosed environment (carrels) performed signifi-

* eantly poorer than the other three groups.: Personality and environment
interact, and sometimes negatively.®’ . .

f (3) 1t can be concluded that while. privacy does not -have a
high absolute positive val®e in and of itself, when there is limited
choice, properly designed study facilities to ensure iﬁdividual'seclusiaﬁ‘;
would bhe e%;ramaly important for sOme paﬁiants_: gince certain kinds of
tasks performed during jearning wo.id fequize:disciplined concentration,
seclusion can be of assistance.?? -

i3

§. +Social Interaction. .

K

3 ’ e N

¢ (1) High levels of {ndividualized seclusion tnjivic ewvidl ey
tion. One potentially critical interaction is petween the pa=: ’
2d thm health educator. 'hen the carcel design does inot perntit o
health ‘educator {n¢eraction, another jocation Tmust béﬁpraﬁideﬁ; ;
found that having ‘a separate health. educator 's affice was. Highly:
sful. It afforded;privacy f@f’individualvpigigﬁ:>éﬁﬁnseliﬂg; en=
the authoritative role of the health educator, provided the pa- |
assurance of help when tequited,ﬁagd»pf@vidgﬁ_varig;y in thé' learn=) .
pcale.“” ° T g I o

o

. .
: -
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. (2) - Throughout the project it wes customary to have six-to tenm
~~patients per session, however at times due toO professional priorities or®
minimum referrals, the seheduling was arranged with just one patient. It
5 WAS difficult to detect if the iseolation inhitited the learning process.
. " Vhether patients learn best by themselves remains in doubt.?* Sullivan
.. and others (1974) report in their survey of learning centers that when
‘#'the program of the learning center isolates students during instructiem,
thoze objectives in which personal interactfion is an important element
may be ignégedizs‘ Lee (1968) emphasizes the need for grouping in amn
- {pdividualized program as she suggests that groups are formed differently,
for different lergths of time.26 Payne (1968) observes that with program—
med materials the most satisfactory social group contains between four and
ten pupils.?’ - Y

‘ (3) It was apparent through observation by the PACOMED staff
that gwdup size, in the PACOMED Learning Center was dependent ggén the
.tbplc area and the social characteristics of its constituents.2® It was
wty desirable to have group ipteraction after individual study with the
Last self examination module. However, individual study alone was much
§§£Effad for the vaginitis module. *

k. Seating and Table Surfaces.

(1) The chairs, desks, and tables ordered for PACOMED were mot
designed to be easily movable. Not infrequently the patients and health
sducators complained. Therefore, it was agreed that seats and tables -
gnoula BE MOVADLE \ussigies = 2ALit1s mesamdnoe)  anfer. eomfortable

(the right height with good posture suppoit). Suivel chairs with casters ™
" would be ideal,??

1
|

Z%Love, W.P., "Individual Versus Paired Learning of an Abstzact Algebra

Presented by Computer Assisted Instruction,” Tallahassee, CAI Center, Florida
State University, 1969, (AD 696-126). .

Learg;gg‘gangafiantati@ns;'AFHRL%TRE?QKIIQ Lowry AFB, .60, Technical Traiu-—

25g41livan, D. and others, A Survey éf,the PfeéggsztétE!afitﬁé=Aft in

i ’ ing Diviston, Alr Force Human ResourcesLaboratory, 1974.

2616, D., "Do We Group in an Individualized Program," Chiléhqad,Edpzatign,
1966, 45: 197-199.
27payne, K., ""Social Factors in the Classroom,” In W. Dunn and C. Holroyd o

AN (Eds), Aspects of Eduﬁaﬁi@nai TECPﬁDlGElECVDl 2, London, Methuen and Co.,,1968).
28yames, J., "A Preliminary Study of the Size Determimant in Small Group
Interaction,' American Sociological Review, 1951, 16: 474=477.
29yan Cott, H. and Einkade, R.G., gumganﬁgiﬁeetiﬂg Guide to Equipment De—
sign, Washington D.C., U.5. Government Frinting Office, 1972, (Ref. Ed.)-
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6. CONCLUSIONS.

The approach was to design, piiot test, and recommend general require-
ments for a patient learning environment that would optimize the learning
process for the specific selected learning activities. Based on the ob-
gervations and experience of the PACOMED staff and a study of the ligerature
the following criteria for the physical facilities of a learning center
are listed. : :

a. ?h?sgﬁai Fa;ilities;

(1) General Requirements.

(a) Size. A small-group facility would be designed to
accomodate six to ten patients. The minimum Toom size would be 300 square
feet, preferably 450 square feet (15' X 30'). The size will be dependent
on space allocations, type of installation, and patient flow.

(b) Wiring. Minimum requirements of & gmall sized learn- /.

ing center would be two domble gutlets on each wall. The ocutlets should
be within easy access to each study carrel and either end of the room.
Raceways should be provided for communications units both within the
laarnine center and between® other areas of the hospital care facility.

(e) Artificial=-Light Control. The light chould be ade-
quately diffused and shadow free in all parts of the learning center:
Thirty (30) footcandles 1s recommended as the minitum ligh level., Light
control with dimmer switch should be in the immedliate area of the health
educator s station.

(d) Acoustical Conditioning. The acoustical conditioning
should be controlled by wall coverings (acoustical tile or plaster) and
rugs on the floors plus the use of headphomes for each patient. Cutting
down on the reverberation and nolse level improves toom "climate" and re-
duces tensions. : ’

(e) Air Control. Heating, cooling, and ven;ilgting systems
ghould cause neither drafts nor noise. The temperature range as per govern-—
mental energy control standards, should be from 68 degrees F. in the winter
to 78 degrees F. in the summer and the humidity between 45 and 55 percent
with adequate air eirculation. It should also be thermostatically control-—
lable and monitored by the health educator.

_ () Color. Colers may vary considerably, depending upon
the room's exposure. Pastel colors are suggested to help with lighting
and light control.

(g) Reflective gurfaces. For effective use of most pro=
jezted_matetial; {11umination in the Toom ghould not exceed 1/10 foot-
candle.

/
i

(h) Rest Ré%m Facilities. Should be provided for hoth
men and women in the immediate area.

d
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b. Eurgitufe and Arrangement.

(1) Carrels. To afford flexibility a "mix" of types of car-
rels is recommended, rather than a standardized type. The vertical .
dividers should not be over two feet above the table area. Study carrels
should be used for individualized instruction with a minimum of six. and
preferably ten pgfieﬁts‘pet small siteé,leafﬁing center-

(2) Cloistering of Carrels. If feasible the carrels should
be broken up visually. so that they do not have a barnlike, regimented
appearance. ILf space is at a premium there should be no more than five:
carrels along one wall. Carrels should be arranged to ease the traffic
flow, since patients leave at different times.

(3) Soclal Interaction and Group Size. The i{nteraction and size
of the group is dependent upon the topic area (disease entity) and the
social characteristics of the patients. The optimum group size is be-
tween siz to tem patients. ' N

(4) Conference Table. At least one round conference table S

. . N s s . . N R - .. s
should be included in the furniture to provide opportunities for various
forms of interaction and face-to-face learning activities. When patients

are in the carrels the conference table may also serve as the health

educator's station.

(5) Seating and Table Surfaces. Seats and table should bgﬂ
movable (designed for flexible grouping), quiet, ~romfortable; the right
Zhaightllwith good posture support. Suivel chairs with casters are

suggested. - —_—
() Learning Materials Storage. The learning center should

iﬁglude chelving both open and visible and hidden (cabinets) shelves to
store booklets, 3/4" audiovisual cassettes, ete.

o

SEE DIAGRAM 2: General Requirements for a Patient Learning Center, P. 170..

c.  Additional Facilities:

(1) Health Educator's Office. chould include a desk, two
chairs, and 2 mi;%mgm of two file cabinets. The number of file cabinets
would be dependert on the patient case load. This office is essential’ A

for baseline collection and individual counseling.

(2) Storage Area and Supply Room. Should be large encugh to
adequately store blank forms, patient charts, and additiocnal (back-up)
audiovisual equipment, {including two file cabinets. The recotmended Toom
gize 15 9' X 11'. However, it may be smailer. : W

&
SEE DIAGRAM 2: General Recuirements for a Patient Learning Center, P. 170.

| W
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d. Audiovisual Hardware. See Appendix E, Communications Media, p-

for an indepth discussion.

(1) 3/4' video cassette playback unit, 21" coloer
aud comsole. This proved to be the most cost effective and
Inradditian it is recommeded to have the hardware stored in
;afetyi dust free environment and flexibility of movement .
¥nown to fail, so having a backup component is advised.

. {2) Headphones. Should be-used tayaffazé the pat

T.V. recelver
rellable mode.
a console for
Units have been

jents a better

opportunity to concentrate. Eleven for a small sized learning lab is re-—
cormended. Ten for satients plus ome for the health educator's monitoring

function.

e. Location of the Learning Center. .

The learning centet should be fé&ﬂil?zaﬁEESSiblE to patients and

have an adequate waiting area. And if possible a physical 1
;s convenient for parking.

ocation tnat

£. Costs. :

(1) General Requirements. Spacé alloecations and general re—
quirehentsdo not have a cost attached because existing resources will
te utilized. This would be a cost to the AMEDD with or without the
patient learning center. Pointed out in the discussion was the fact that
all health care;facilities have similar general requirements because of
American Hospital ASsociaiivu Siaucosis znd otheT ~14nical factors.

(2) Furnirure, Shelves, and Cabinets
,(a) 10, one station carrels ‘ ’ - @139.00 §1,390.00

o o . b o .
(b) one 48" diameter table @107.50 107.50
v (c) 16 chairs-plastic posture forming shell @ 22.39 356.84
(d). 2 sets of display ghealves (5 shelves/set
and hangers) @ 53.60 107.20
(e) two storage cabinets (18" X 35" X 6£0') : A
with shelves . @ 85.00 170.00 '
(f) 4 file cabinets . @250.00 1,000.00
(s) one desk--Pedestal ..., @250.00 ~250.00
e : . - ¢oSt §3,381.64
- .
l .
W
3 "
j -3
. 15
- 7 156
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facilities just described.

outlets, others may need paint,

‘gin a health care facility.
‘ pﬁfahaséréll
‘'under-utilization of existing resoyrces.

‘back units, two, 21" television receivers and two censoles were loaned

.storage robms.

(3) Audiovisual Hardware

(a) * 2 color T.V. f%teiVETS*igln scre;é @;8?-00‘ s 974,00
(b) two 3/4" vidéa;assé;te playgéék ﬁnits @884.30 1;;.68.6@ x
© 2 cabifiet, consoles Y ,@329.00 | 658,00
(@) 11 headphones - @ 13.70 ) 150,70

* cost  $3,551.30
Estimated ﬁaximum CG%t _ Approximately '$7,000.00

=

7. RECOMMENDATIONS.

a. Unfortunately, many exisging AMEDD health facilities will not -

have the potential to develop the patient learning center and additional
In most cases some of the desirable re-

or else they will fall far below the stand-

space allocations may have lights but no power

‘or lack proper ventllation. Such problems

quirements will be lacking,
ards suggested here. Some

—-% lramp tha senecientious health care worker from making adequate
use of patient education media. Inventive health care WOTKELS ik

the eountry have devised ¥waYs to use media despite unfavorable condicions.

An environment favorable to-learning can be created in almost any room '

s _All that may be nézded is some ''creative

The general reguirements and costs vere based on the max-—
Tor example, the PACOMED project did not

audiovisual hardware to conduct the study,

borrowel Very easily because of
Two 3/4" video cassette play-

imagination."
i{mum needed, not the minimum.
the furniture oTr
most ‘of the furniture and equipment was

to the project for two years. The space allocations given to conduct the
stiidy were fagms‘pfeviausiy used by another study BIrcup, plus two vacant
: When .reqyifements couldn't'be met any ogher way improvi-
aczcgplgshédj ~Even in older buildings, relatively inexpen=
the pat.ent education process.

sations were
give %FPTE?EBEHES‘CES be made to facilitate

b. ThE‘ﬁaximum_fequffgmgnts'wculd not cost more than $7,000.00 to
get up . patdent learning center, health educator's office and storage.’
Or to drav an analogy, not more than the existing cost for patient infborma=
§‘n§~(giv n by physiciang and nurse clinicians hased ort Hypertensive and
Dfsbetic patient case load) in.one menth for the Internal=Medicine Clinig

at DeWict Army Hospital, Fort Belvoir, Virginia. ,
- SR T o .
Tt ﬁ; o = . ) 7 B
& ¢
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POST-TEST:

© gram to
the time an :_Lnstruc:tians,l designer spends validating a

- Ware,

vy . o : ' -,

. .

(Actual ‘number) decafinated coffee .

1

NUMBER _CUPS OF COFFEE PER DAY:
was oot considered.

T

NUMPER OF CIGARETTES PER DAY: (Actual number) ..

PERATING COSTS: Recurring costs required to operate the prOGTam, over
time, maintenance of equipment, salaries, of personnel, and the cost of
supplies are examples. —_— :

PATIENT HEALTH EDUCATION: Using structured jaformation with scientig.
fic assessment and ‘teaching strategles. Those straﬁgiea.engampgés

the cognitive, psychomotor, and affective domains to alter an indivi=
dual's attitudes and behavior in Efx of 'improved health. Ll .

INFORMATION: Showing A £11n, a4er ibuting pamphidts
or counseling patients, et “dbout a given ;MBlcﬁg.gk 'a, ser—

PATIENT

vice or problem without yegard to prespecified ‘terminal dBjectives in : .
the cognitive, psychomotor OF affective domains. -The emphasis 1s on 1 .
unstructured information without®utilization of se%@tiﬁfié,éssegs@zﬂt
and teaching strategies. ' . o ’

w
A set of criterion questions {dentical to those given on
the pre-test, acwinysiescd 3 dotermine the exteat of the patient’s
comprehensicti of dekired informat{on after completing a new Leariiiug —
experience.- : . L v N
. v / ]

PRE-TEST: A set of criterion ques’;iﬁsﬁs directly relad
of the learning experience administered to determine

patient‘ﬁémpfghénsign of desired information prior
learning e¥perience.

RESEARCH AND QEVELD}E’HEH? COSTS: Resources fg‘qui*‘rgi to
the stage where ft can be introduced into the sY

money to hire congultants, and evaluationm ef forts.
RE;E}GIIGH; The amount of hyper’ténsigﬁ information (genergl i{nformation,
sodiun restricted diet, medications) possessed by patients 8iX months
after the términation of a method of teaching. e

SYSTEMS QAEPRDACH:' A devised and designed z’egula’ﬁfq@f gﬁgéiﬁl method or
plan or methodology or procedure; the afganizaéis“gﬁ hardware, soft= -
and people for’ cooperative operation to é‘,‘ém&i;g a set of tasks

1t is denoteds 4s SA in tremaiﬁdg'f of this

forfdesired pyrposes.
report.

TAKES IEDiC.éTIQE: if E}Ediéatiﬁﬂs were PfEEEfi
in the propel amounts and times.

s Qﬁere thay taken Tk g

: ~ -2
E‘l,agned gequence ‘of didactic and demon—

TRADTTIONAL HEALTH TEACHING:
' handouts (with the exact teach-

stration instruction with .supplemental Y [ :
ing ocbjeceives as the sybtems ‘approach method) given by a’ghy‘ﬂzip
or purse clinician. it is denotaed as T in the’ remainder of this report- .

&
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26. TY!'E OF PHYSICAL ACTTVITY: - If an exercise program Eggmi.ntamgd, .
%  what type: ‘ _

. . 4

Seéent%'< F ‘ walking slowly (1/2 mile or less), light gardening.

Light:. roller skating, walking slowly (more than 1/2 mile).

‘ -. Moderate: walking modegately fast, heavy gardening, -;utl;iﬂg"’

il grass, bowling, golfing (with cart). -
Vigorous: golfing (without ;artfi walking fast, dancing,
bicycling, sit-ups, push=-ups.

- Strenuous: swimming, stennds, jogging, football, basketball. -
27.  VALIDATED;INSTRUCTION: Instruction that does in fact accomplish' that .
for which it was designed; that causes the learner- to dgﬁg:;:tie the,
performance at the mastery level consigtently. -

WAS TENSION EXPERIENCED: Was tension oxferienced at home or on the
job. If the response was positive, were medications taken to comntrol
. cgﬂiiﬁﬁg s .
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' L1IST OF ABBEVIATiQNSI ACRONYMS, AND SYMBOLS -

K EN
* *

1. AHS Acadeny of Health Sciences

( 2. AMEDD: Army Medical De‘ﬁ’a;ftmeﬁt " ' C/

~ . )
. 3., ANC: Army Nurse COrps "\ - %¥\\\gj'

4.‘Aﬁ§55 “DeWitt Army Hospital

L]
.4 5. FSHTX! Fort Sam Hc:usm:m, Texas
- o .
.6 HCSD: Ee%iﬁh Care. Studiei Difision . -
’ 7. I/E Sc;ale. R@tterg Interﬂal = Exterﬂai Scale
, 8. loc: Locus af Comtrol - ) W

v 9, ' N: Number of pat"ier’xté in a described group
14. PACOMED: Patiesdt and Community Health Education Model: A . .
) Devalapmental and Evaluacitm Project Study _ .

&
b .
11. SA group: Systems Appraac:h group Of Experiméntal gfaup
.éj___E,, - \ bl ! ,
! L N _ = L ? .
—12. T mwosms _Traditional group or Control group. ) )
13. United States Medical Ge*nt%
14. USMEDDAC: United States Medical Activity |
- .
15. <: Equal to or less than -t
E“"‘- 16. i Greater than
'
© f
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